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YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinical and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN®’ SODIUM 
BRAND OF MERALLURIDE INJECTION 
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HYPO-ADRENALISM 


REPORT OF A CASE 


Georce D. Jounson, M. D., SAMuEL E. ELMore, Jr., M. D. AND Frep F. Apams, Jr., M. D. 
Spartanburg, S. C. 


he cortex of the adrenal glands is made 
T up of three layers, the zona glomerulosa, 

zona fasciculata, and the zona reticu- 
laris. These layers produce at least thirty 
different steroids. Some of these have been re- 
produced in the laboratory but the exact 
function of most of them is still obscure. The 
extracts may be divided into roughly three 
groups: 

1. One which regulates electrolyte and 
water balance. It has been termed the “sodi- 
um-retaining” or Na-hormone or “mineralo- 
corticoid.” Large amounts of cortisone or 
hydrocortisone cause retention of sodium and 
chloride but desoxycorticosterone or desoxy- 
corticosterone acetate (D OC A ) corrects the 
sodium, chloride, and water loss as well as 
the abnormal retention of potassium. 

2. Carbohydrate regulating hormone. The 
principal one of this group is hydrocortisone. 
Dr. Albright has named this group the S.-hor 
mone because of its role in sugar metabolism. 
There is some evidence that it is also in some 
way involved in fat metabolism. 

3. Androgenic or protein building hormone 
which acts like testosterone but is not nearly 
as powerful. It acts by increasing growth of 
hair in the pubic and axillary region, by in- 
creasing retention of nitrogen, potassium, 
phosphorus and sulfate. 

Reports of chronic hypoadrenalism are 
relatively uncommon. Talbot' reported nine 
cases over a period of 15 years. Panos? re- 
ported sixteen infants and children with the 
condition. Jaudon,? in 1946, reported 59 pa- 
tients under the age of 15 years with only 5% 


under 5 years of age. From the vagueness of 
some symptoms, and the temporary involve- 
ment, there must be many cases which pass 
undiagnosed and recover completely. It is 
also quite certain that some infants and chil- 
dren die of this condition without receiving 
any treatment simply because it is not con- 
sidered. Indeed, the case here reported would 
have been completely overlooked had the 
father not casually mentioned, after the case 
had been discussed for some time, that the 
child craved salt. 

The cause of hypoadrenalism is anything 
that might affect the adrenal glands: hemor- 
rhage, tumor, injury, infection, and simple 
hyperplasia. Hyperplasia and tumor act by 
invading the areas where the different hor- 
mones are produced and thus reducing the 
output of that particular steroid. Tuberculosis 
used to be the most common cause but in 
Talbot's nine cases only one seemed to have 
been brought about by tuberculosis. Moore4 
reported a case which responded well to treat- 
ment for a while then died. Autopsy revealed 
cystic involvement of both adrenals. 

From the well known fact that a large 
number of cases respond well to treatment it 
is obvious that whatever causes the dysfunc- 
tion originally is temporary and is in some 
way compensated for because treatment can 
often be discontinued. 

Treatment is simple, effective, and if the 
patient has no fatal tumor or infection, tempo- 
rary. Salt by mouth or intravenously in some 
cases is essential. D O C A intramuscularly or 
aqueous cortical extract is very effective. The 





former should be given in doses from 0.3 mgm 
to 5 mgm per day or less often as circum- 
stances demand. Aqueous cortical extract may 
be given intravenously or subcutaneously fre- 
quently and in large doses until the crisis has 
passed. After D O C A has been administered 
two or three times a week intramuscularly for 
several weeks, a maintenance dose may be 
sustained by implantation of a pellet sub- 
cutaneously. This allows absorption of about 
0.3 mgm daily for a year. Cortisone in addi- 
tion to desoxycorticosterone is nearly always 
indicated. Each case requires different treat- 
ment depending upon degree of involvement. 

Symptoms vary from case to case and in 
severity. Among Talbot’s proven cases fatigue 
and weakness, nausea and vomiting, dehydra- 
tion, pigmentation, and laboratory abnormali- 
ties were present in practically all his patients. 
Faintness, anorexia, weight loss, salt craving, 
and convulsions occurred in almost 50% of 
the cases. Panos on the other hand felt that 
the diagnosis still depends upon “critical clin- 
ical observation.” 

The eosinophil count failed to decrease 
properly in 4 of 8 cases. Oral glucose tolerance 
tests were performed in 4 cases, two were nor- 
mal and two were flat. 

Pigmentation was conspicuously absent in 
all of 16 cases except one which showed only 
a mild discoloration. 

In his series the most common symptoms 
were persistent dehydration, vomiting, failure 
to gain, polydipsia, and polyuria. 


Not mentioned by Panos but quite common 
in Talbot’s experience were microcardia and 
less commonly hypotension. 


When one considers the large number of 
steroids involved and the various degrees to 
which the different cell layers may be in- 
volved, it is no wonder that there is such 
marked variation in symptoms, not only in 
kind but degree. This places even more re- 
sponsibility on the diagnostic acumen of the 
physicians. 

Report of Case: D. O., age 2% years, male, 7 Ib. at 
birth, delivered by physician in Woodruff. In good 
condition at birth. Never very sick. Had D P T but no 
smallpox or Salk vaccine. Had some vitamins. Still 
takes bottle. For several months child has been lying 
around. Plays very little, eats nothing, the bowels are 


all right. Craves salt, eats it by handfuls and will 
swipe a salt cellar from the table, go behind the door, 
and eat all he can. 

Physical examination showed a fairly well developed 
and nourished thin boy like his father. Everything 
about him was within normal limits except perhaps 
he was a little more puny and weaker than the average 
boy his age. The only abnormal pigmentation was some 
irregular discoloration of his chin which had been 
present for about 6 weeks. He weighed 29 Ibs. His 
hemoglobin was below 7.5 gm., white count 7,100; 
segs 37; lymphs 62; basophils 1; potassium 4.5/L; 
sodium 140 meQ/L; chloride 550 mgm/100 ml. 
blood; N. P. N. 36 mgm/100 ml. blood. 

He was started on Percorten which is desoxycortico- 
sterone acetate or D O C A in oil, 0.5 mgm. intra- 
muscularly daily and delta-l-hydrocortisone acetate 
( Deltacortef) 2.5 mgm. twice daily. He was allowed 
all the salt he wanted and iron. The bottle was stop- 
ped. 

On July 9, 1956, 19 days later, he weighed 27% 
Ibs., he craved no more salt, and he ate poorly still 
but he played well and was more active. The dis- 
coloration on his chin had cleared up. Percorten was 
reduced to every other day. On July 27 Percorten 
was reduced to once a week. 

When last seen, August 24, he weighed 28% Ibs. 
He still didn’t eat much. Played well. He had com- 
plained of his stomach 2 or 3 times. His hemoglobin 
was up to 9.5 gm. The father felt that the child was 
definitely better in every respect except that he was 
unable to control his urine. 

Comment: The only finding in this case 
which caused consideration of the adrenals 
was the craving for salt. All the laboratory 
tests done were normal except for the hemo- 
globin which most likely was due to milk 
anemia. Cause of his adrenal cortex dysfunc- 
tion has not been ascertained. Certainly he 
should have a flat plate of the abdomen for 
calcification and a tuberculin test. He has 
improved a great deal, but is still not well. 
the loss of control of his bladder may be due 
to too little Percorten. That was increased to 
every other day. The eosinophile test might 
have been helpful, but with a craving for salt 
that he had what other disease could be con- 
sidered seriously? He was not clinically de- 
hydrated, but he may have had microcardia 
which is present in nearly all of these patients 
due to extra-cellular dehydration. 

Summary: A case of hypodrenalism in a 2% 
year old boy is reported. Cause unknown. He 
is improving with the use of D O C A, Delta- 
cortef, and salt. The prognosis is indefinite be- 
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cause the cause has not been determined. A 
plea to keep in mind this easily treated condi- 
tion is made. Only the craving for salt alerted 
the physician to the involvement of the 
adrenals. 
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PENICILLIN STUDIES IN GONORRHEA 
IN THE FEMALE 


Joun M. Preston, M. D. AND WILLIAM P. Dunswortu, M. D. 
Columbia, S. C. 


duced tremendously the incidence of 

syphilis in the past few years, but the 
incidence of gonorrhea continues to be the 
baffling, embarrassing and an intractable head- 
ache of the venereologist. Under the auspices 
of the U. S. Public Health Service and the 
South Carolina State Board of Health, a study 
was undertaken at the Richland County Health 
Department to seek some explanation of the 
very high treatment failure rate in gonorrhea 
in the female. 


Pinca public health efforts have re- 


s early as 1948 Hagerman' and others had 
pointed out that many of the normal bacterial 
flora of the rectum produce an anti-penicillin 


enzyme — penicillinase and had offered 
the theory that rectal reservoirs of gonococci, 
protected by this penicillinase while cervical 
and urethral organisms were being destroyed 
by penicillin, might be responsible for relapses 
in female patients with gonorrhea. With this 
in mind a simple plan of investigation was 
adopted which included all females who came 
to the venereal disease clinic. 


A smear and culture were taken from the 
cervix of each patient; the urethra was ex- 
amined and a smear and culture were taken 
only in cases presenting clinical evidence of 


Dr. Preston is Director of the Richland Countv 
Health Department. 

Dr. Dunsworth is S. A. Surgeon, U. S. P. H. S., 
> ie al Disease Control Officer of Richland County, 
et a 

Presented at the October 1956 Scientific Meeting 
of the Columbia Medical Society. 
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infection; each patient was examined with 
the proctoscope and a smear and culture were 
taken from the rectal wall. A brief history 
searching for rectal disorders such as bleeding, 
pain or mucus was taken. Examination of 
slides was so inconclusive because of technical 
difficulties that they were abandoned after the 
first 200 and this report is based on the results 
of cultures only. 


In accordance with the technique set up by 
Dr. James D. Thayer of Chapel Hill, swabs 
were streaked on plates containing Difco 
G C Media, Bacto hemoglobin, Bacto supple- 
ment A and penicillinase. After incubation at 
35° C. for a period of 48 hours in an approxi- 
mate 10% COs environment the plates were 
tested with a 1% solution of Oxidase reagent 
and suspicious colonies were stained by the 
method of Gram to assure typical morphology. 
These Gram-negative diplococci were emul- 
sified in beef-brainheart broth and sub-cul- 
tured on Difco Proteose #3 agar for purifica- 
tion. The organisms were again stained and 
the final identification was accomplished by 
growing them in the sugars. Gonococci show 
fermentation of dextrose only, but grow on 
the surface of both dextrose and maltose. This 
growth was again checked by Gram’s stain. 


Treatment consisted of a single injection 
of 600,000 units of penicillin-G in sesame oil 
with 2% aluminum monostearate added. This 
is the commonly used “PAM” and is the routine 
treatment recommended by the Public Health 
Service. All patients were treated on the 
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initial visit and told to return to the clinic in 7 
days for a repetition of their cultures. They 
continued to be examined at seven-day inter- 
vals until two consecutive negative cultures 
were obtained. Positive cultures were sent to 
the Venereal Disease Experimental Laboratory 
in Chapel Hill, North Carolina for penicillin 
sensitivity studies. 

Results of these series are shown in Table I. 
A treatment failure rate of 24.4 per cent was 
seen when 600,000 units of penicillin was 
used and the patients were checked on the 
seventh and fourteenth post-treatment days. 
This first series included 135 patients, 13 of 
whom were found to be positive 6-10 days 
following treatment. These represent 9.6 per 
cent of the total, or 12.3 per cent of those 
actually examined in this period. By 11-15 
days, 24 were positive—17.8 per cent of the 
total or 19.8 per cent of those examined 6-15 
days following treatment. By 30 days follow- 
ing treatment, 33, or 24.4 per cent, had posi- 
tive cultures. Of these 33, 13 had a negative 
culture preceding the positive. These 13 could 
represent reinfections, although a single nega- 
tive culture does not rule out the presence of 
gonorrhea. Nor could reinfection be ruled out 
in those who were positive on first post- 
treatment examination since from 7 to 22 days 
had intervened following treatment, allowing 
ample time for re-infection. 

After analysing this first group of 135 pa- 
tients with a treatment-failure-rate of 24.4 per 
cent, which seemed excessively high to us, 
certain changes were made in the previously 
outlined routine. 

First: The dosage of penicillin was trebled 
—making it one million, eight hundred thou- 
sand units—to insure adequacy of treatment. 
Second: The post-treatment-observation sched- 
ule was reduced to three and seven days to 
minimize the chance of reinfection. Third: A 
control group consisting of males with clinical 
gonorrhea was studied to determine the per- 
centage of false negative cultures being ob- 
tained. Fourth: An effort was made to deter- 
mine just where in the menstrual cycle the 
examination occurred in order to see if the 
cervical pH had any effect on the culture 
findings. 


TABLE I. 
COMPARISON OF 2 ml. AND 6 ml. OF PAM IN 
THE TREATMENT OF GONORRHEA IN THE 
FEMALE. 


Cultures: 1 Cervical, 1 Rectal 


2 mi. 6 ml. 
Follow-up Follow-up 
7 and 14 days 3 and 7 days 


: Number Percent Number Percent 
Positive 33 24.4 3 4.6 
2 Consecutive Negatives 94 69.6 60 92.3 
Single Negative 8 5.9 2 3.1 

TOTAL 135 100.0 65 100.0 


Results of Cultures 
Following Treatment 


A second series of patients was then treated 
with 1,800,000 units of PAM, 3 times the dos- 
age of the first series. A comparison of results 
in the two series is shown in Table 1. It will 
be observed that the failure rate dropped from 
24.4 per cent following 600,000 units to 4.6 
per cent following 1,800,000 units. Of the 65 
patients treated with the larger dosage, 57 
were examined in the 1-5 day period and all 
were negative. Two of these negative patients 
were later positive, one at 10 and one at 16 
days following treatment. A third patient, first 
examined at 11 days, was positive at that time. 
Because of the generous amount of treatment 
it was felt that these 3 patients, or 4.6 per cent 
of those treated, in all probability had been 
re-infected. 

This probable reinfection rate of 4.6 per 
cent among patients treated with 6 ml. of 
PAM would seem to minimize the proportion 
of the 24.4 per cent positive cultures following 
2 ml. of PAM which could be attributed to re- 
infection. However, the longer observation 
schedule of 7 and 14 days in the first series 
afforded a greater opportunity for re-infection 
than the observation schedule of 3 and 7 days 
in the second series. 

Since 2 ml. (or 600,000 units) of PAM has 
long been the recommended schedule for the 
treatment of gonorrhea it was felt that more 
concrete proof of its inadequacy was needed. 
Two additional groups of patients were 
treated, one with 2 ml., the other with 6 ml. 
The follow-up schedule was the same, 3 and 7 
days, and both groups had pre-treatment and 
post-treatment cervical and rectal cultures 
from 2 sites. The race and age distribution was 
also similar. In the group treated with 2 ml., 
96 per cent were Negro and 81 per cent were 
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under 25 years of age. In the group treated 
with 6 ml., 93 per cent were Negro and 77 per 
cent were under 25 years of age. 


TABLE II. 

COMPARISON OF 2 ml. AND 6 ml. OF PAM IN 
THE TREATMENT OF GONORRHEA IN THE 
FEMALE. 

Cultures: 2 Cervical, 2 Rectal 
Follow-up Schedule: 3 and 7 days 


Results of Cultures 2 mi. 6 ml. 
Following Treatment Number cercent Number Percent 
Positive 13 16.8 4 3.8 
2 Consecutive Negatives 58 75.3 94 88.7 
Single Negative 6 7.8 8 75 
TOTAL 77 100.0 106 100.0 


The group treated with 2 ml. (Table II) in- 
cluded 77 patients. In the 1-5 day observation 
period, 6 had positive cultures. These repre- 
sent 7.8 per cent of the total, or 9.7 per cent 
of those examined in this period. This latter 
figure may be considered the minimum failure 
rate in this series. By 21-25 days following 
treatment, the number with positive cultures 
had increased to 13, or 16.8 per cent of those 
treated. Negative cultures preceded the posi- 
tive cultures in 6 of the 13 cases. 

The group treated with 6 ml. included 106 
patients. As in the previous series of patients 
treated with 6 ml., no positive cultures were 
found in the 1-5 day observation period. A 
total of four patients, or 3.8 per cent, had 
positive cultures later—from 8 to 32 days 
following treatment. In 3 of the 4 cases, posi- 


General Principles In The Treatment of Acute 
Burns, Kenneth Pickrell, M. D., Nicholas Georgiade, 
M. D., Hugh Crawford, M. D., Carter Maguire, M. D. 
(Charleston), Postgrad. Med., 20;26, 1956. 

When first seen in the emergency room the burned 
patient is subjected to minimal debridement and 
cleansing and is enclosed in a compression type 
dressing to maintain sterility, prevent infection and 
minimize edema. Whole blood remains the bulwark 
of intravenous therapy in the treatment of shock and 
extensive burns. One ml. of blood is given for each 
kilogram of body weight multiplied by the percentage 
of body surface burn. Then, one ml. of electrolyte 
solution is given for each kilogram of body weight 
multiplied times the percentage of the burn surface. 
The required amount of electrolyte solution is divided 
equally between 0.9% soduim chloride and 5% dex- 
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possible. 


tive cultures were preceded by negative cul- 

tures. 

Assuming that 6 ml. of PAM is 100-per cent 
effective in the treatment of gonorrhea and 
that the probability of re-infection was equal 
in both the 2 ml. and 6 ml. series of patients, 
the failure rate following 2 ml. of PAM would 
range from 9.2 to 16.8 per cent. 

There were 11 patients treated with 2 ml. 
and 27 patients treated with 6 ml. who were 
incarcerated between treatment and the fol- 
low-up examinations. Three of the 11 treated 
with 2 ml. of PAM had positive cultures follow- 
ing treatment, but none was observed in the 
27 treated with 6 ml. Although these numbers 
are small, they add further proof of the in- 
adequacy of 2 ml. of PAM in the treatment of 
gonorrhea. 

Conclusions 

Though not conclusive because of the 
limited number of cases, there is evidence 
that: 

1. Rectal gonorrhea in females is not the 
cause of treatment-failure. 

2. Six hundred thousand units (2 ml.) of 
PAM is insufficient treatment for females 
with gonorrhea. 

3. One million eight hundred thousand units 
(6 ml.) of PAM is sufficient treatment 
for females with gonorrhea. 


This experimental 
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trose in water. These figures represent the require- 
ments for the first 24 hours of the burn and they are 
reduced by 50% during the second 24 hours. After 
the second 24 hours, the intravenous fluid require- 
ments and the general care of the patient are governed 
by the clinical course which cannot be outlined in 
formula style. 

Burns involving the mouth or the nose or the upper 
respiratory tract should be subjected immediately to 
a prophylactic tracheotomy. Burns involving the eyes 
should be seen by an ophthalmologist and it is im- 
perative that cocaine not be placed in the eyes since 
this produces softening of the cornea. 

The burned eschar is removed surgically as soon as 
the condition of the patient will warrant it, and skin 
grafts are applied to the burned areas as soon as it is 


DEPRESSED SKULL FRACTURE 
IN UTERO 


A CASE REPORT AND REVIEW OF THE LITERATURE 


ALFRED E. Raw, M. D. 
Charleston, S. C. 


he bones of the cranial vault as a rule 

I contain less calcium at birth than shortly 

thereafter. The amount of calcium is in 

direct proportion to the size of the fetus. The 

elasticity of the bones of the calvarium, which 

are separated only by membraneous sutures, 

permits alteration in the shape of the head and 

thus delivery without damage to the bones 
themselves. 

Undue pressure by the symphysis pubis or 
the promontory of the sacrum on a segment 
of one parietal bone may result in depression 
of that segment. This is usually not a true 
fracture, since the actual continuity of the bone 
is not broken, but a snapping inward of a thin 
resilient portion of the involved bone. Al- 
though no resulting symptoms are noted from 
the depression the possibility of long standing 
pressure on the underlying cortex indicates 
operative elevation of the depressed segment. 

If a fracture does occur, the fracture line 
usually follows the normal plane of cleavage. 
In the case presented the fracture in the right 
parietal bone extended from the margin to- 
ward the center, as would be expected. Only 
with excessive pressure does a fracture line 
occur at right angles to the cleavage plane. 

Case report: A 38 year old colored female, gravida 
4, para 3 was admitted to Roper Hospital in active 
labor. She had one living child which weighed 5 Ibs. 
at birth. The other pregnancies terminated in a still- 
born at five months and a full term stillborn, ap- 
parently hydrocephalic. The latter required macera- 
tion of the fetal skull for delivery. As the patient had 
been in active labor for 18 hours, pelvimetry was 
ordered on admission. The measurements were as 
follows: actual inlet, AP 8 cm., transverse 12 cm., 
mid-pelvis, AP 10.3 cm. and bispinous 9.6 cm. 
According to the Colcher-Sussman system the actual 
inlet and the mid pelvis were both contracted. There 
was radiographic evidence of depression of the fetal 
skull in the right temporoparietal region, the head 
being forced against the sacral promontory. Prepara- 
tions for cesarean section were made but the patient 


Department of Radiology, Roper Hospital. 


delivered spontaneously on the way to the operating 
room. 

The infant, a male, weighed 5 Ibs. and 8% ozs. 
and appeared normal in every respect except for the 
depressed area, which measured 4 x 3 cm. over the 
right parietal region. Surgery was performed and the 
depressed segment of the right parietal bone was 
elevated. Radiographs taken prior to surgery failed to 
demonstrate a depression, but showed fracture lines in 
the right parietal bone with rather marked soft 
tissue swelling over the right occipito-parietal area. 
The post-operative course was uneventful and the in- 
fant was discharged on the fourth post-operative day. 


A review of the records of Roper Hospital 
since 1936 and an extensive review of the 
literature revealed 3 cases of depressed skull 
fractures in utero, other than that presented 
above. Of these 3 cases one was proven sur- 
gically, there was radiographic evidence on a 
second and the third was not proven. They 
were as follows: 

Case 1: 
first, a breech presentation, became arrested at the 


A twin delivery in which the head of the 


pelvic brim. Following delivery a large depressed 
fracture of the skull in the right temporo-parietal 
region was noted. Approximately ten hours after de- 
livery the infant convulsed. A definite left facial weak- 
ness and left sided paresis were noted. A depressed 
fracture in the right temporo-parietal region was ele- 
vated by the surgeon. A small subdural hematoma was 
also encountered and was drained. Recovery was un- 
eventful.1 

Case 2: Showed radiographic evidence of a de- 
pressed fracture in the right parietal area in utero. 
The mother, having been involved in an automobile 
accident, gave radiographic evidence of fractures of 
both pubic rami on the right. The infant was delivered 
by cesarean section and the depressed area over the 
right parietal bone was noted. The depression dis- 
appeared spontaneously over a two week period. At 
the time of this case report (1940) the baby was one 
year old and completely asymptomatic.2 

Case 3: Separation of the left parietal and the squa- 
mous portion of the temporal bone from one another 
and from the rest of the skull was noted in a stillborn. 
It was evident to the attending physician that the 
cause of intra-uterine death was due to forceful jam- 
ming between the opposing sides of the pelvic brim.3 
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Summary: 

A case report of depressed skull fracture in 
utero involving the right parietal bone has 
been reported. A brief discussion of the 
mechanism involved is given. A review of the 


literature revealed only 3 other cases, which 
have been briefly reiterated. 


Pain Syndromes in Acute Abdominal Diseases, by 
K. M. Lippert, M. D., Columbia, Tri-State M. J. 4:10, 
June 1956. 

Pain, as we know it, varies in character according 
to the attributes of the stimuli which reach the sensory 
portions of the brain. The circumstances under 
which the stimuli originate, including the time of 
day and the diverting interests, modify the severity 
of pain produced by trauma or disease. It is possible 
that psychologically the pain reaction in human beings 
may be a substitute for fear response observed in 
animals. 

It may be said that the analysis of pain associated 
with abdominal disease as a means of diagnosis can 
follow no simple formula. It is necessary to tune our 
diagnostic acumen carefully in order that the psychic 
response to noxious stimuli in the ill patient will not 
mislead us in evaluating the magnitude of the dis- 
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ease process. Pain-producing stimuli from abdominal 
organs travel centrally through the afferent sympa- 
thetic system. When noxious stimuli from an ab- 
dominal organ arrive in a given segment of the spinal 
cord at a sufficient rate, the phenomena of summation 
occurs and there is an overflow of these stimuli into 
the appropriate segmental nerve root which supplies 
the embryologic dermatome from which the organ 
arose in its fetal development. Hence the segmental 
reference of pain sensation in most abdominal disease. 
When the disease process extends beyond the confines 
of the organ itself, localized pain, muscle spasm, and 
skin hypersensitivity further amplify or confuse the 
picture. It is necessary then to observe the changing 
pain syndrome in an abdominal disease through the 
eyes of the embryologist, the neurologist, and the 
anatomist to fully appreciate the disease picture. 





MALIGNANT PHEOCHROMOCYTOMA 


G. B. Honce, M. D., W. C. Haccerty, M. D. anv JosEpH Hopce, M. D. 


here has been an intensified interest in 
T the past decade in the treatment of 
hypertension. Pheochromocytoma may 
be a cause of paroxysmal or sustained hyper- 


tension. 


In 1949, one of the authors' reported a case 
of a functioning adrenal medullary tumor in a 
41-year old white married female. At that 
time the pathological diagnosis was benign 
pheochromocytoma. The patient’s subsequent 
clinical course over the next five years forms 
the basis of this report. 

Case Report 

G. R. C. No. 12527: The patient is a 46-year old 
white married female who was the subject of a report 
in 1948.1 At that time (April 17, 1948) she was ad- 
mitted to the Spartanburg General Hospital with a 
three and one-half year history of severe suboccipital 
headaches, vertigo, nausea, vomiting, dyspnea, ortho- 
pnea, and swelling of the thyroid gland. 


Following these attacks she would become cold, 
clammy, moist, and experience a “run-down feeling.” 


Two years previously the patient was told that her 
blood pressure was 180 systolic. On the day before 
hespitalization her blood pressure was 178 /116. 


The general physical examination was reported to 
be negative. Her hemoglobin ‘was 59%, the RBC 
4,470,000 and the WBC 6,350. A BMR was plus 13 
and the ECG was normal. 


It was the opinion of one of the authors (JDN) that 


the patient had anemia, hypertension, and her 
climacteric. He prescribed sedatives and administered 


Theelin. 

The following day the patient began having 
“crises.” On admission to the hospital in the afternoon, 
she was in circulatory collapse and was cyanotic. She 
was vomiting and had a brief period of apnea. She 
complained of severe suboccipital headaches with 
radiation down the spine to the sacrum. 

The patient was seen in surgical consultation by 
Dr. G. B. Hodge who suggested the possibility of a 
functioning adrenal medullary tumor. 

This diagnosis was established clinically when the 
surgical consultant was able to reproduce a “crisis” 
as the left abdominal flank was being palpated. Her 
blood pressure before the crisis was 80/60 and soon 
afterwards rose to 260/160. 


From the Hodge Clinic, 3 Catawba Street, Spartan- 
burg, South Carolina 


Due to her precarious condition, additional studies 
were not deemed feasible or necessary and on April 
26, 1948, she was explored. 


A 76-gram, well-encapsulated tumor mass was re- 
moved from the right supra-renal region. There was 
hyperplasia of the left adrenal gland. No accessory 
adrenal tissue was encountered. The pathologist re- 
ported the lesion to be a benign pheochromocytoma. 


The patient had a relatively uneventful post opera- 
tive course and was discharged from the hospital on 
May 5, 1948. Three months later her blood pressure 
was 104/78, and she was completely asymptomatic 
and active. 

The patient did well for a perod of four and one- 
half years. On April 11, 1953, she was readmitted to 
the Spartanburg General Hospital with a history of 
severe paroxysms of headache, cardiac palpitation, and 
tightness in the chest and neck. These attacks would 
last from a few minutes to several hours and had been 
noted off and on for a period of six months. The at- 
tacks had become more severe and more frequent. 

The examination revealed a blood pressure of 
230/140. The retinal vessels were tortuous and the 
veins distended. There was no papilledema. The lungs 
were clear to auscultation and percussion, and the 
heart was normal in size. The rate and rhythm were 
also normal. There was no murmur. The pulse was 
strong. The abdominal examination revealed tender- 
ness in the right costo-vertebral angle. No masses or 
liver enlargement were made out. 

A diagnosis of recurrent adrenal medullary tumor 
was made. The possibility of another functioning 
pheochromocytoma was likewise considered. 

The microscopic slides of the initial tumor were re- 
viewed and, on re-study, it was felt that the initial 
lesion represented a malignant pheochromocytoma. 
There were areas of invasion of the capsule as well as 
scattered mitosis. 

The Regitine (phentolamine-HCl) and Benodiane 
( piperoxan-HC]) tests were both positive. The electro- 
cardiogram revealed a diaphasic Tl and T2, and T3 
was inverted. The chest roentgenogram was normal. 
A fasting blood-sugar was 137 mg. per 100 ml. and 
the NPN was 29.5 mg. 

Exploratory celiotomy was decided upon. Before 
the operation, the patient was started on Regitine 
tablets, 25 mg. twice a day. The day before surgery 
she was given 300 mg. of cortisone, parenterally, and 
Regitine, 5 mg. I. M., two hours pre-op. 

On April 22, 1953, the abdomen was explored 
through an upper transverse abdominal incision. 

The left adrenal gland appeared normal except for 
hyperplasia. On examination of the right upper quad- 
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REGITINE TEST 


5 mg Regitine I V 


Estessgee 


Figure 1 
Hypotensive effect of Regitine. Typical response in 
a pheochromocytoma. 


rant and the perirenal area, there were found numer- 
ous small, firm, whitish and yellowish tumor plaques, 
having the characteristics of metastatic carcinoma. 

Biopsy was done and revealed malignant adrenal 
medullary neoplasm. 

Operative and Post-operative Course 

The day before surgery the patient’s blood pressure 
was around 140 systolic. However, the morning of 
the operation it had risen to 220/120. She withstood 
the initial part of the operation well, but soon after 
manipulation in the right upper quadrant she had a 
sudden catastrophic vascular collapse. 

An intravenous drip of neosynephrine failed to bring 
the pressure up, and 500 ml. of citrated blood were 
given intra-arterially, another 500 ml. of blood being 
administered intravenously. 


Figure 2 
Positive Benodiane test. BP dropped 65 mm. Hg 
within four minutes after injection. 
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The patient improved. However, her blood pressure 
was quite unstable, varying from hypotension to 
hypertension. She had a persistent tachycardia that 
failed to respond to medical management. She was 
maintained on adrenal cortical extract and was given 
Regitine. During the next 48 hours the patient had a 
stormy course and, in spite of all supportive measures, 
she died as a result of myocardial failure. 

There was some evidence to suggest the possibility 
of brain metastasis. An autopsy was not obtained. 

Discussion 

Malignant pheochromocytoma accounts for 
approximately 6 percent of all adrenal medul- 
lary tumors and in 15 percent of cases the 
tumor may be multiple. 

The location is most frequently in the supra- 
renal area. However, pheochromocytoma may 
occur in the thoracic paraganglia or the ab- 
dominal paraganglia and, in an occasional 


Figure 3 
High power photomicrograph. Note the large poly- 
gonal cells with a vesicular nucleus. In some areas 
nuclei are hyperchromatic. A few mito:es are present. 
The lesion is characteristic of a malignant pheochromo- 
cytoma., 


case, in the organ of Zuckerkandl. 

It is possible that many of the cases reported 
prematurely as being benign pheochromo- 
cytoma are malignant, as in this case. It is the 
authors’ opinion that a cure should not be 
considered until at least a period of five years 
has elapsed. 

The reported case did well for a period of 
four and one-half years before evidence of re- 
current malignant pheochromocytoma became 
symptomatic. 





Patholog:cally, it may be d'fficult to differ- 
entiate between a benign and a malignant 
tumor unless definite invasions of the capsule 
and mitosis are present. 


Summary 


A case of adrenal medullary tumor operated 
upon five years previously is reported. The 
initial benign pheochromo- 
cytoma. Four and one-half years following 
surgery the patient developed signs and sym- 
ptoms of recurrent adrenal medullary tumor. 


diagnosis was 


Treatment of Hypersplenism in Boeck’s Sarcoid; 
Hugh V. Coleman, and Karl Morgan Lippert, (Col- 
umbia) Tri-State Med. Jour., 4:24, Sept. 1956. 

Although involvement of the spleen in sarcoid dis- 
ease is quite common, the simultaneous occurrence of 
hypersplenism and Boeck’s sarcoid of the spleen is 
relatively rare. 

A case cured of the hypersplenic phenomenon by 
splenectomy is presented and survey of the world 
literature made uncovering 18 additional cases. No 
sex or race predilection is noted. The majority of cases 
occurred in patients under 20 years of age although 
the oldest patient in the series was sixty-two. The 
spleen was not enlarged or palpable in some cases. 

The therapy of choice is splenectomy as soon as 
feasible. All cases in which splenectomy was _ per- 
formed were relieved of hypersplenic phenomena. No 
untoward results on the underlying sarcoidosis was 
noted in any case. 


Typical Atypical Ectopic Pregnancy, Sam M. King 
(Greenville) Tri-State Med. Jour., 4:7, 1956. 

Sixty-three cases of ruptured or aborted tubal preg- 
nancies were discharged from Greenville General 
Hospital between the years 1951-1955. These were 
proven correct by surgical exploration. 

Using the syndrome of the so-called typical ruptured 
ectopic, that is, delay in menses, spotting, acute pain 
and collapse as a criterion, the cases were catalogued 
as typical and atypical. Of the 63 cases, 35 or 55.5%, 
were classified as atypical—more than one-half. 

Of this group, by far the majority showed evidence 
of the recurrent, leaking type of rupture or abortion. 
These would present symptoms of mild to moderately 
severe abdominal pain with intervals of remission and 
recurrences over a period of a few days to weeks and 
show minimal or no evidence of blood loss. Many of 


At the time of operation she was found to 
have malignant metastatic pheochromocytoma. 

The authors feel that it would be of interest 
if authors of all previously reported cases of 
benign pheochromocytoma would review their 
five to ten-year follow-up. Additional cases of 
malignant pheochromocytoma will undoubted- 
ly be uncovered. 

REFERENCE 
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these proved to be troublesome diagnostic problems. 

Of the diagnostic aids helpful in the establishment 
of the correct preoperative diagnosis, simple needling 
of the cul-de-sac and obtaining non-clotting blood 
proved helpful. There was only one false negative test 
recorded in this series. 

Emphasized is the fact that as many or more in- 
stances of ruptured or aborted tubal pregnancies do 
not present themselves as “typical.” 


Torsion Of The Spermat'c Cord In The Newborn. 
A. H. Franzblau (Charleston) A.M.A. J. Dis. Child. 
92: 179 (Aug. 1956). 

Torsion of the spermatic cord is an axial rotation 
of the cord due to an abnormal mobility of the testis. 
The eighth and ninth recorded cases of torsion of the 
spermatic cord within the first 24 hours of life were 
presented. From January 1946 to January 1956, only 
one case of torsion occurred among 10,864 births in 
Roper Hospital. In the newborn the torsion occurs 
proximal to the superior reflection of the tunica 
vaginalis, while in older children and adults the tor- 
sion occurs distal to the reflection and within the 
tunica vaginalis and has been attributed to either ab- 
normal descent or anamolous serous attachments with- 
in the scrotum. In older children and adults the onset 
is sudden and may occur during sleep, causes ex- 
cruciating pain and often nausea and vomiting. The 
testis is tender and elevated, the epididymis often 
can not be palpated. An attempt to elevate the scrotum 
may increase the pain (Prehn’s Sign). The skin may 
be hyperemic and edematous, while in infants the 
skin may be bluish in color when initially noted. In 
infants these symptoms may or may not present 
themselves. Unless relieved within a_ short time, 
hemorrhagic gangrere ensues and orchiectemy is 
necessary. 


A.H.F. 
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ELECTROCARDIOGRAM 
OF THE MONTH 


WENCKEBACH PLOCK 

Dace Groom, M. D. 

Department of Medicine 
Case Record—A 56 year old diabetic female with a 
strong family history of diabetes and coronary disease 
experienced a sudden severe substernal pain while 
sitting in church. The pain continued, radiating into 
the neck, with associated profuse diaphoresis, weak- 
ness and syncope. An electrocardiogram made on ad- 
mission to the hospital several hours later was in- 
dicative of acute infarction of the posterior myo- 
cardial wall. Treatment instituted included quinidine, 
morphine, insulin and anticoagulants. 

On the followng day the patient’s blood pressure 
declined to near shock levels. Because of the appear- 
ince of a pulse irregularity the electrocardiogram 
illustrated here was recorded. A serum transaminase 
determination at this time revealed a level of 224 
units per ml., decreasing to 56 units four days 
later. Following administration of pressor amines and, 
subsequently, digitalization for an episode of con- 
gestive cardiac failure, the patient’s condition grad- 
ually improved and she was dismissed from the hos- 
pital one month following admission. 
Electrocardiogram—The three standard leads illustrate 
well this arrhythmia which consists of more or less 
regular pauses in ventricular activity. Throughout 
most of the tracing every third P wave, some of which 
are almost hidden in the preceeding T waves, is un- 
ittended by a QRS response. In lead III only every 
fourth or fifth ventricular beat is dropped. A specific 
relationship exists between these dropped beats and 
the length of the P-R intervals which are shortest 
(0.20 sec.) immediately after the pauses and pro- 
gressively lengthen to about 0.26 sec. before the next 
QRS is dropped. The rate of atrial activity varies 
somewhat, probably with respiration (sinus arrhyth- 


mia), but averages approximately 85, the ventricular 
rate being in the 60s. 


Deep Q waves in leads II and III, with elevation 
of S-T segments and early T wave changes are com- 
patible with acute posterior myocardial infarction. 
Discussion—All gradations of block may occur at the 
A-V node from simple prolongation of the P-R inter- 
val, normally measuring 0.20 sec. or less, to complete 
dissociation of atrial and ventricular activity in which 
none cf the impulses coming down from the atria 
are conducted by the A-V node to the ventricles. The 
former is classed as “first degree” block, and the latter 
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as complete or “third degree” block. In between these 
are the partial or second degree blocks, one type of 
which is the Wenckebach phenomenon. In this type 
single ventricular beats are dropped in a sequential 
manner characterized by changes in the P-R intervals. 
Although a normal sinus rhythm is maintained in the 
atria, each successive cardiac cycle shows a pro- 
gressively longer P-R interval until a point is reached 
at which the A-V node no longer conducts. A dropped 
pulse beat then results. This sequence is then re- 
peated with the next P-R being shortest, the next 
longer. and so on until another ventricular beat is 
dropped. The frequency of dropped beats may vary 
even in the same case as illustrated here, from every 
third beat which represents the most advanced stage 
of Wenckebach block, to every fourth or fifth or more 
beats depending upon the degree of impairment of 
A-V conduction. Likewise the maximum prolongation 
of the P-R intervals before failure of ventricular re- 
sponse occurs may vary, suggesting a critical level of 
impairment beyond which the node will not conduct. 
Prolongations of as much as 0.3 sec. or even 0.4 sec. 
are not unusual in this type of block. 

One explanation of the varying P-R intervals postu- 
lates a fatigue mechanism whereby the injured nodal 
tissue becomes less and less able to conduct with each 
successive beat until one is blocked completely The 
ensuing pause, then, may enable the node to recover 
to the extent that it can again conduct more normally. 
Wenckebach phenomenon are 
essentially those of any other type of A-V block. As 


Causes of the 


a rule, however, the Wenckebach type does not occur 
as a chronic arrhythmia. Its presence therefore is 
strongly suggestive of an acute process. While it may 
be produced by functional mechanisms such as stimu- 
lation of the carotid sinus (especially the left carotid 
sinus which affects predominantly the A-V node) and 
vagal stimulation, it more commonly appears as a 
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transient disturbance in acute myocarditis as from 
rheumatic fever or diphtheria. in digitalis intoxication, 
and in acute myocardial infarction. Occasionally 
Wenckebach intervals are seen in runs of paroxysmal 
auricular tachycardia. 

Of particular interest is the association of the 
Wenckebach block—and probably all such high de- 
gree conduction defects of the A-V node— with 
posterior myocardial infarction. Since in most hearts 
the main blood supply of this node comes from a 
branch of the right coronary artery which also sup- 
plies the posterior myocardial wall, occlusion of the 
left. coronary artery (anterior infarction) is not 
ordinarily acccmpanied by derangement of atrio- 
ventricular corduction. In fact, if this does appear 
with anterior infarction its presence suggests previous 
occlusion of a portion of the right coronary arterial 
circulation. 

An electrocardiogram recorded in this patient three 
days later revealed only a first degree A-V block, a 
decrease in the QRS voltages throughout, and other 
residua of the acute infarction. 


OLIGURIA COMPLICATING 
PRE-ECLAMPSIA 


LAWRENCE L. Hester, Jr., M. D. AND 
Louis Nesmitu, M. D. 
Department of Obstetrics and Gynecology 

W. F., a 15 year old gravida 1, para 0, abortus 0, 
whose last menstrual period was October 26, 1955, 
and whose estimated date of confinement was August 
3, 1956 was first seen at 10 weeks gestation. She was 
referred to the obstetrical clinic where she appeared 
3 weeks later. A physical examination was normal with 
a blood pressure of 120/74 and a clinically adequate 
pelvis. She was given an appointment to return in 4 
weeks; however, she returned to the clinic 14 weeks 
later, May 8, at 27 weeks gestation with a 12% pound 
weight gain, a trace of pretibial edema, a 1+ pro- 
teinuria and a blood pressure of 120/80. Because of 
the excessive weight gain and the proteinuria with 
slight edema, she was admitted to Roper Hospital 
where she was kept for 5 days and treated with bed- 
rest, Diamox 250 mg. daily, and a low salt diet. During 
the 5 days stay she lost the edema, and was dis- 
charged with a blood pressure of 110/88. She returned 
to the clinic two weeks later at which time she had 
gained 6 pounds, her blood pressure was 110/88. and 
she had no pretibial edema, or proteinuria. Strict diet 
was reemphasized, and she was asked to return in one 
week, which she did. On May 31, 1956, she was seen 
again in the clinic at which time she had lost 4 pounds; 
she had no edema, or proteinuria, and her blood pres- 
sure was 118/86. Salt poor diet was reemphasized. 
She returned to the clinic one week later complaining 
of a moderate, throbbing, frontal headache, diffuse 
abdominal pain without uterine contractions, blood 
pressure of 134/104, 1+ pretibial edema, and 4+ 
proteinuria. 


She was admitted immediately. Examination of the 
abdomen revealed a 32 weeks pregnancy with normal 
fetal heart tones. Rectal examination showed the cer- 
vix to be undilated and the presenting part was at 
station 4. X-ray pelvimetry indicated an adequate 
pelvis with twins, both in cephalic position. Both 
fetuses were small and were estimated to weigh be- 
tween 2 and 3 pounds each. 

Some of the laboratory work was as follows: ——» 

Immediately after admission to the obstetrical ward, 
Roper Hospital, the patient was given 4 ml. of 50% 
magnesium sulphate intramuscularly and %4 grain of 
morphine sulphate subcutaneously. She was given 
500 ml. of hypertonic glucose (10% solution in 
water) every 6 hours. She was placed in a private, 


darkened room, and all necessary preparations were 


made to combat possible convulsions. For the first 16 
hours of admission, her urinary output as measured 
by indwelling Foley catheter was 200 ml. During the 
second 24 hours, hypertonic glucose in water was 
given up to 3000 ml. in an attempt to see if the pa- 
tient would show diuresis. During this 24 hour period 
her urinary output was 365 ml. with a specific gravity 
of 1.014. Since the patient was oliguric, the mag- 
nesium sulphate was discontinued. Her blood pressure 
on the second day of hospital admission was 130/95, 
the uric acid had climbed from 9.4 to 9.7 mg 
while the BUN had increased from 22 to 28 mg. 
and she had 3+ proteinuria. 

Because the patient was not improving clinical!y, 
induction of labor by rupture of the membranes and 
intravenous pitocin drip were considered. Since the 
fetuses were small, it was decided to wait 12 hours 
more with constant observation before induction of 
labor was carried out, to see if the patient would show 
diuresis or if her condition would improve. On the 
third hospital day the uric acid was 10 mg. per 100 
ml., the BUN was 34 mg., the proteinuria was 3+, 
and the patient was still oliguric; therefore, decision 
to proceed immediately with induction of labor and 
delivery was made. At 2:30 P. M. on the third hos- 
pital day, sterile pelvic examination showed that the 
cervix would admit one finger and was moderately 
effaced. The membranes were ruptured with a Wilson 
trocar and the patient was put back to bed. By 7 
P. M. that night the uterine contractions were of 


- 


moderate intensity and were coming every 5 minutes. 
At 7:55 P. M., a pitocin drip containing 5 minims of 
pitocin in 500 ml. of 5% glucose in water was started 
at 12 drops per minute. The blood pressure and fetal 
heart tones remained constant until 10:30 P. M. at 
which time the blood pressure suddenly became 
elevated to 172/115, at which point the pitocin was 
discontinued, and the blood pressure remained at this 
level until after delivery. At 1:30 A. M. the patient 
had a generalized convulsive seizure and 3 minutes 
later at 1:33 A. M. she had spontaneous delivery of 
twin infants who cried spontaneously. The first twin 
weighed 3 pounds, 7% ounces, and the second twin 
born 7 minutes later weighed 4 pounds. Both imfants 
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Uric 
Date Acid BUN 
June 11 9.4 mg. 22 mg. 11.5 gm. te 
June 12 9.7 28 3+ 
June 13 10 34 3+ 
June 14 
June 14 11.4 $1 10 gm. 1+ 
June 15 1+ 
June 16 8 13 2+ 
June 18 7 


were given Nalline (nalorphine hydrochloride) even 
though they did not seem to be depressed. The pa- 
tient was returned to bed and at 1:48 A. M. she had 
a 1500 ml. postpartum hemorrhage due to failure of 
the uterus to contract. The blood loss was replaced 
with compatible blood and the patient’s course follow- 
ing this was uneventful. Immediately after delivery 
and after her blood loss had been replaced, she began 
to show diuresis and two days following delivery her 
output was 2100 ml. Her blood pressure was 130/80 
on the seventh postpartum day. She was discharged 
at this time on a salt poor diet and instructed to main- 
tain a semi-ambulatory regime at home and to remain 
in bed for at least half of each day. 

Discussion: Oliguria as a complication of 
pre-eclampsia is rare, but it is frequently pres- 
ent with eclampsia. This case is essentially 
that of oliguria complicating pre-eclampsia in 
spite of the fact that the patient had a convul!- 
sion just prior to delivery and hence became 
eclamptic. 

Textbooks of obstetrics have classified pre- 
eclampsia as severe or mild; but it must be 
emphasized that all pre-eclampsia must be con- 
sidered as severe, and by textbook classifica- 
tion 65% of the eclamptics could be classified 
as mild prior to the onset of convulsions. 

It must be emphasized that at the time of 
the last hospital admission, in spite of the fact 
that the blood pressure was only 134/104, it 
was recognized that this patient was a severe 
pre-eclamptic with the prodromal signs, (head- 
ache and epigastric pain,) of impending 
eclampsia. She was treated as an eclamptic 
with little improvement and developed oli- 
guria. The problem of oliguria, output of less 
than 400 ml. during a 24 hour period, asso- 
ciated with pre-eclampsia is briefly mentioned 
in the textbooks. Oliguria with nitrogen reten- 
tion is evidence of renal failure and when asso- 
ciated with pre-existing renal damage may be 
a result of the pre-eclampsia or eclampsia. At 


Fesruary, 1957 


Hgb. Alb. 


2 15 1+ 


24 hr. 
Urinary 
Output 
200 ml. 
365 ml. 
200 ml. 


24 hr. 

Intake 

960 ml. (16 hrs ) 
3000 ml. (I. V.) 
1900 ml. 


BS. 


134/104 
130/95 
118/88 


Delivery of Ist twin 1:33 A. M.—Second twin 1:40 A. M. 


148/100 
138/100 
132/88 
130/80 


850 ml. 
2110 ml. 
2400 ml. 
2000 ml. 


800 ml. 
2230 ml. 
forced fluids 
forced fluids 


the earliest sign of renal failure, pregnancy 
must be terminated at once to save the life of 
the mother. One must remember that azotemia 
may be on a prerenal basis such as dehydra- 
tion. The renal changes which produce the 
oliguria in pre-eclampsia are not clear. 
O’Donnell' states that general renal ischemia 
cannot be incriminated in the pathogenesis of 
oliguria in eclampsia. Reduced glomerular 
filtration in the face of normal renal blood flow 
must be on the basis of a glomerular lesion. It 
appears to be thickening of the capillary walls 
which produces a barrier capable of reducing 
the size and efficiency of the filtering surface. 
Reduction in volume of glomerular filtrate 
estimated in some cases to be 25% or more is 
probably sufficient to account for the oliguria. 
The fact that diuresis began almost immedi- 
ately following the delivery indicates that the 
oliguria was due to pre-eclampsia, probably 
as the result of vasospasm with a marked re- 
duction of the glomerular filtrate. Abolition of 
the vasospasm accomplished by delivery was 
undoubtedly responsible for the diuresis. 

Pre-eclampsia and eclampsia are seldom ac- 
companied by any degree of retention of nitro- 
genous waste products or increase in the BUN, 
but an increase in uric acid concentration of 
the blood is almost constantly present. The 
normal values for uric acid are 2 to 4 mg. per 
100 ml., in this case they were increased to as 
high as 11.4 mg. It was thought that the ele- 
vated uric acid seen in pre-eclampsia and 
eclampsia was due to liver damage, but it has 
been shown that this increased concentration 
is due to a decreased ability of the kidney to 
excrete uric acid as evidenced by a diminution 
in uric acid clearance. 

The use of intravenous pitocin was contra- 
indicated because of the over-distention of the 


51 





uterus by twins and the presence of pre- 
eclampsia. In spite of the relative contra- 


indication it was used because of the desire 


to bring about delivery as early as possible 


because of the azotemia that was present. 
Pitocin must be incriminated for the increase 
in blood pressure with the subsequent convul- 
sion and therefore its use here is to be con- 
demned. 
Conclusions: 
(1) Oliguria associated with pre-eclampsia 
is of grave prognosis, and pregnancy 


Nitrofurazone in Anorectal Wounds by Leon Banov, 
Jr., M. D. (Charleston). The Sinai Hospital Journal, 
5:57 (October 1956) 

This clinical study of 51 cases treated with the daily 
application of nitrofurazone and 17 cases of a control 
group, demonstrated the effectiveness of nitrofurazone 
to improve postoperative anorectal wound healing. 

Abdominal Pregnancy: Report of Four Cases. Albert 
B. Wolfe, M. D., V. Wells Brabham, M. D., Richard 
C. Horger, M. D. (Orangeburg) Am. Surgeon, 22: 
1029 (Oct. 1956) 

The authors present four cases of abdominal preg- 
nancy. Two of these were full term pregnancies and 
the other two six and a half and six months, respective- 


must be terminated at once to save ihe 
life of the mother. 

(2) The severity of the pre-eclampsia can- 
not be judged by the degree of hyper- 
tension. 

(3) The use of intravenous pitocin wa; 
contraindicated in this case. 


REFERENCES 
. O'Donnell, W. M.: Am. J. Obst. & Gynec. 61:641, 
1951. 
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ly. All patients were Negrces. All mothers survived 
and the placenta was removed from each, three 
primarily and one secondarily. Of the full term preg- 
nancies there was one living baby and one stillbirth. 
The other two died because of immaturity. There 
were no maternal complications. 

A history of first trimester “symptoms” was recorded 
in three of the four cases presented, suggestive of 
ruptured tukal pregnancy. Significant findings of three 
of the four cases examined by x-ray revealed a trans- 
verse position of the fetus. 

The pathogenesis and surgical management of the 
placenta are discussed. The authors recommend re- 
moval of the placenta when technically feasible and 
when the condition of the patient permits. 
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MEDICARE AND BLUE SHIELD 

Medicare and Blue Shield have certain features in common, but comparison of the 
two is of limited value because of the fact that they are fundamentally different 
economically and sociologically. Both employ the service benefit, or full payment 
feature, in which an established fee is accepted by the physician as full payment for his 
services, regardless of complications or other difficulties. Blue Shield, in most states, is 
serving as the fiscal agent for Medicare. It is the disbursing and collection agency only, 
and it does not provide the policies of Medicare, and it assumes no financial responsibility 
in the payment of Medicare fees. In most other respects the two programs differ. 

The purpose of Medicare is to provide designated medical service for the dependents 
of the uniformed forces. It is not an insurance program; there is no prepayment feature. 
The cost is borne directly by the federal government, except for a small portion charged 
to the patient. Being government supported and thus government controlled, it is a form 
of socialized medicine from which certain objectionable features have been removed. 
Physicians’ fees have been negotiated by state medical associations and representatives 
of the federal government, and when civilian facilities are employed by beneficiaries of 
Medicare, patients have a choice of physicians. Congress appropriates money to finance 
Medicare, and it can change its provisions at will. 

Blue Shield was established by the medical profession about ten years ago to pro- 
vide adequate medical service for lower income groups at a price they can afford to pay. 
It has served the purpose well and has been an important factor in opposing demands 
for socialized medicine. It is non-profit, prepayment insurance, incorporating the service 
benefit or payment-in-full features, which no commercial insurance company can offer. 
As it provides full-payment coverage for low income groups, physicians willingly accept 
lower than average fees for their services. They do this so that Blue Shield costs can be 
kept within the limits of the family budget. 

Physicians’ fees are paid from a pool composed of membership dues. Administration 
expense is paid from this same pool. There is no provision for profit to anyone, neither 
the members of the House of Delegates of the State Association who compose the 
corporation nor the members of the Board of Directors who are entrusted with operation 
of the Plan. The amount of medical fees is determined by the amount of money collected 
as membership dues and the utilization experience of the coverage provided by the 
subscription agreement, and they are established by applying actuarial principles. The 
amount of membership dues and the physicians’ fee allowances must be adjusted from 
time to time to meet changing economic conditions. 

Since the inception of Blue Shield, there have been significant changes in social 
and economic conditions which affect medical care. The inflationary spiral has continued 
upward. Credit generally is employed by our people up to the limit permitted by govern- 
ment. The costs of medical care have increased. As a result, the average family is unable 
to meet the costs of a serious illness by budgeting. However, prepayment of insurance 
costs generally can be included in the family budget. The volume of commercial prepaid 
health insurance, as well as that of Blue Shield, has increased tremendously. 

Blue Shield contracts must be adjusted to meet present needs. Furthermore, Blue 
Shield must try to compete successfully with some commercial carriers which present 
an attractive sales appeal but fail to provide the coverage which the buyer is led to 
expect. 

Our Blue Shield coverage and fee schedule are presently being revised. Our member- 
ship dues have proven to be inadequate to support steadily increasing utilization. 
Furthermore, our fee schedule has proven to be badly out of relative balance. Our Board 
has adopted in principle the Relative Value Schedule of the California Medical Associa- 
tion, and it will use this schedule of relative values in preparing a revised schedule of 
fee allowances. The Relative Value Schedule was used as the basis for negotiating the 
fee schedule for Medicare. It will provide uniformity in scheduled allowances in 
negotiating sickness insurance with national corporations, and it will greatly facilitate 
the administration of the plan. A new subscribers’ contract, with increased membership 
dues and larger physicians’ fees, is being studied and will be offered probably to groups 
desiring service benefits for families with family incomes up to six thousand dollars per 
oe Provisions are being made also to offer extended coverage in several fields of medi- 
cal care. 

For Blue Shield to continue to function effectively, it must be conducted along sound 
business and actuarial lines. Its contracts must take into account social and economic 
changes. Our Blue Shield Plan is sponsored by the South Carolina Medical Association. 
It is important that our physicians have an understanding of its aims and its problems 
so that they may intelligently support it. 

William H. Prioleau, President 
S. C. Medical Association and Ex-officio 
member, Board of Directors, S. C. Medical 
Care Plan 
December 27, 1956 
This was kindly edited at my request by Dr. J. Decherd Guess, President, South Carolina 
Medical Care Plan. 
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DUES 

Dues are obligations which members of a 
society impose on themselves voluntarily for 
the good of the organization and those who 
compose it. They are used to further the pur- 
poses of the organization in relation to a com- 
munity, state, or nation. Medical Society dues 
are always applied to efforts which the profes- 
sion regards sincerely as beneficial to all the 
population, The physician benefits as a mem- 
ber of a community. 

Dues in our state association have been very 
low in comparison with those of other similar 
bodies, and in fact have trailed the other states 
at some distance. They are far less than many 
a doctor pays for membership in other non- 
medical groups from which the benefit may 
seem to be more tangible. As small as they are, 
they have been sufficient to further such 
worthy actions as the conduct of the campaign 
against naturopathy. The success of this 
campaign has worked great benefit to physi- 
cian and public. 

If the Association is to pursue such work; 
in a period of inflation it must operate on a 
larger budget. There was a time when the 
Journal made a profit which was useful to the 
treasury, but risen costs have set the profit 
back close to the area of loss, and the source 
is dry. The only recourse seems to be an in- 
crease in the amount which we are willing to 
contribute to activities which we believe are 
extremely important. 

The member who interests himself in the 


activities of the Association will not question 
the need for more funds. The satellite member 


who disregards his Association and never 
participates in any of the numerous programs 
may murmur about an increase, being forget- 
ful of what stature he attains through member- 
ship. He should know better. 

Some of us are accustomed to complaining 
about the large quantities of money spent by 
the public on tobacco, alcohol, and various 
other sources of amusement, comparing these 
great sums to the relatively paltry amounts 





spent on vital research and medical matters 
in general. Perhaps it will be well for us to 
show our sincerity by applying the same 
thought to our own situation, and prove our 
sense of values by contributing cheerfully 
whatever small number of dollars may be re- 
quired for maintaining and expanding our own 
efforts. 


— MEDICARE — 

The Medicare program is still so young that 
there can be as yet little judgement of its 
workings. The general agreement of the State 
Medical Associations as to its workability 
seems to forecast smooth operation. Inevitably 
there will be misunderstandings, which should 
be adjusted readily, and many of these will 
probably be among patients who will have 
individually far less working knowledge of the 
rules. 

On the President’s Page in this issue there 
is a very clear exposition of some of the phases 
of the subject. Your attention to this is sug- 
gested respectfully by the editor. 


PHYSICIANS’ COMMITTEES IN 
DISABILITY PROGRAM 

A recommendation of the Indiana State 
Medical Association is under consideration by 
the Social Security Administration. It would 
establish district or county committees of phy- 
sicians to review individual doctors’ medical 
findings under the new law providing O.A.S.I. 
payments to the disabled at age 50. The com- 
mittee would review the physician’s report, 
further examine the applicant if it so desired, 
and be authorized to file the final report of 
impairment determination and make recom- 
mendations as to whether the report might be 
reversible by medical or other rehabilitative 
measures. In presenting the proposal to the 
Social Security Administration, the Indiana 
society declared that its plan would (a) afford 
an unbiased medical review of the case, (b) 
remove family and possibly political pressure 
from the physician, and (c) provide the state 
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agency with a more factual and comprehensive 
report than it would otherwsie obtain, “which 
should be of great assistance in making the 
final determinations as to disability payments.” 
Social Security Administration has not yet de- 
cided whether to adopt the procedure, but has 
it under study. A similar recommendation 
(Res. No. 25) is under study by the AMA 
Board of Trustees. 








Dr. A. R. Johnston of St. George has been selected 
as one of twenty official delegates to participate in 
the Examination Institute on Obstetrics and Gynecol- 
ogy to be held on Feb. 9, 1957 at the Palmer House 
in Chicago. 

This is part of a program of the Federation of State 
Medical Boards to achieve uniformity in licensing ex- 
amination, to establish equivalent levels in the ex- 
amination, to make improvement in the quality of 
examinations, to create a rational basis for interstate 
endorsement, to place licensure in a definite relation 
to modern medical education and to assist State boards 
in managing the foreign graduate problem. 


At a meeting of the South Carolina Society of 
Pathologists at the Medical College of South Carolina 
in Charleston, S. C. on November 30, 1956, the follow- 
ing officers of the Society were elected for the succeed- 
ing year: Dr. H. R. Pratt-Thomas, Charleston, 
S. C., President; Dr. E. S. Cardwell, Jr., Columbia, 
S. C., Vice President; Dr. E. A. Dreskin, Greenville, 
S. C., Secretary-Treasurer. Dr. Dreskin was also 
elected as Councillor for South Carolina to the Amer- 
ican Society of Clinical Pathologists. 

A slide seminar was moderated by Dr. Pratt-Thomas. 


Dr. Frank Stelling, Greenville, will give a talk at 
the Second Inter-American Medical Convention at 
the Hotel El Panama, Panama City, Republic of 
Panama, April 3, 4 and 5th, 1957, under the sponsor- 
ship of the Medical Society of the Isthmian Canal 
Zone, a chapter of the American Medical Association 
since 1906. Colonel Charles O. Bruce, MC, USA, 
Chief. 


Dr. George Dean Johnson was named chairman of 
the 1956 Christmas Seal Sale in Spartanburg County. 


24 PHYSICIANS GET SEARS-ROEBUCK LOANS. 
Assistance in the form of long-term, unsecured loans 
to 24 physicians for the establishment and improve- 
ment of 15 medical practice units has been announced 
by the Sears-Roebuck Foundation. 

These loans, ranging from $1,000 to $10,000, were 
made under the Plan of Financial Assistance of the 
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Foundation and are part of an annual grant to a re- 
volving assistance fund. The loans totaled $88,500. 

The 15 loans just announced go to physicians in 
Oregon, Washington, southeastern Kentucky, Min- 
nesota, California, Mississippi, Georgia, North and 
South Carolina, southern Florida, New York, Rhode 
Island, and a suburban area of New Haven, Con- 
necticut. 


THE SMITHY LECTURES 

First of the Horace Gilbert Smithy Memorial lectures 
was given by Dr. James D. Hardy, professor of sur- 
gery at the University of Mississippi Medical Center 
recently at Baruch Auditorium. 

Dr. Hardy’s subject was “the Physiological Treat- 
ment of Vascular Collapse.” 

In January, 1948, Dr. Smithy performed the first 
successful heart valve operation in medical history. 
He performed the operation on seven other patients. 

The South Carolina General Assembly and the 
United States Congress have adopted resolutions of 
commendation of his work. 

During his training, Dr. Smithy was an intern and 
resident at Roper Hospital. He later was assistant 
professor of surgery at the Medical College of South 
Carolina. 

The Smithy Memorial Lectures are sponsored by 
the house staff of the Medical Center Hospitals of 
Charleston. Prominent speakers will appear three 
times each year. 


Dr. J. E. Douglas of Winnsboro received a silver 
cup from Mayor W. R. Elliott, as a token of apprecia- 
tion from the Town Council for long and meritorious 
service on the council. Dr. Douglas, a Winnsboro 
physician, established a record by serving continuously 
from 1925 to 1955, a period of 30 years. He retired 
voluntarily on account of his health. 

The presentation took place in the town hall on 
October 30 prior to a regular council meeting, in the 
presence of old and new councilmen and twenty 
members of Dr. Douglas’ family. 


Dr. N. B. Baroody represented the Florence County 
Mental Health Association at the annual meeting of 
the National Association for Mental Health held in 
Washington in November. 


Dr. A. S. Pearson of Woodruff was honored by 
members of his profession throughout the county 
when they elected him president of The Spartanburg 
County Medical Society, to serve during 1957. He 
took office January 1, 1957. 


Dr. George C. Adickes, native of York, has opened 
an office for the practice of internal medicine at 623 
N. York Ave., Rock Hill. 

Dr. Adickes received his medical degree from the 
Medical College of South Carolina, and interned at 
Louisville, Ky., General Hospital. He received his 





residency training in internal medicine at Louisville 
and at the Veterans Hospital, Columbia. He was 
certified by the American Board of Internal Medicine 
in Feb. 1953. He has been associated with the Vet- 
erans Hospital, Columbia for the last 10 years. 

Dr. Adickes served in the Army from 1945 through 
1947. 

A Columbia surgeon, Dr. William C. Cantey, re- 
ports that the medical services, from a_ professional 
standpoint, of the U. S. armed forces in the Far East 
are in “fine shape.” Dr. Cantey expressed this belief 
following his return from a Defense Department tour 
covering 25,000 miles. 

He was one of ten men selected to tour Alaska, 
Japan, Korea, Okinawa, Formosa, and the Phillippines 
where American personnel are stationed to examine 
the quality of medical and surgical services given to 
all American servicemen in the area. 

Dr. Cantey accompanied two other South Caro- 
linians on the inspection trip: Senator Strom Thur- 
mond and Carter Burgess, Assistant Secretary of De- 
fense in charge of manpower and reserves. 

Dr. Buchanan McMaster McKay, son of Mr. and 
Mrs. Douglas McKzy of Columbia, has returned to the 
city after service in the U. S. Air Corps for two years 
and became associated with Dr. Richard B. Josey in 
the practice of pediatrics with offices at 1417 Gregg 
Street. 

Doctor McKay, 31, was born in Columbia, where 
he attended the public schools. He attended the Medi- 
cal School of Duke University from which he was 
graduated in 1950. At Duke University he was a 
member of the AKK Medical Fraternity. 

For two years thereafter he was a rotating interne 
at the University of Virginia Hospital at Charlottes- 
ville, Va. Doctor McKay then tcok a two year resi- 
dency in pediatrics at the same hospital. 

He later returned to Columbia where he practiced 
for a few months but having enlisted in the United 
States Air Force he was inducted into service with 
the rank of captain in 1954 and assigned to duty at 
Davis-Monthan Air Force Base at Tucson, Arizona. 
There he was attached to the 4161 U.S.A. F. Hospital 
and was commander of said hospital as chief pediatri- 
cian. 

Dr. W. Jervey Ravenel of 9 Church St. has been ap- 
pointed by the Civil Aeronautics Administration as its 
designated physician in Charleston County. 

The holder of the post, vacant since the death of 
Dr. William Price, conducts physical examinations for 
student and transport pilots. Dr. Ravenel will give 
medical exams for commercial pilot licenses. 


DR. KREDEL UNDERGOES SURGERY 
A coincidence of chance and skill combined to save 
the life of Dr. Frederick E. Kredel, Charleston neuro- 


surgeon and professor of surgery at the Medical Col- 
lege of South Carolina. 

Kredel, who had entered the Medical College Hos- 
pital after recurrent attacks of gastro-intestinal upset, 
suffered a serious rupture of the aorta, the heart’s 


major blood vessel, while in his hospital room. By 


chance, a staff surgeon at the hospital had come to 
visit Kredel when an operation scheduled during the 
morning unexpectedly was delayed. 

Noting thet Kredel was uncomfortable, the staff 
surgeon attempted to assist the patient into a less 
painful positicn. It was then that he noticed a large 
swelling on Kredel’s left side. Mentally diagnosing the 
condition of the patient as acute, the surgeon quickly 
summoned consultants in Kredel’s case to the hospital 
room. Again by chance, all were readily available. 

Kredel, meanwhile, lapsed into a state of “profound 
collapse,” hospital officials said last night. 

Recalling that the operating room, equipment and 
assistants for his delayed operation were still in a 
standby status, the surgeon, after correctly diagnosing 
Kredel’s difficulty, decided to operate. The patient, in 
the meantime, slowed in his breathing to a point where 
resuscitative measures were required. 

Within a half hour after the staff surgeon first 
entered Kredel’s hospital room, the patient was on the 
operating table, with instruments, blood and assistants 
waiting. 

The operation, involving the removal of the ruptured 
section of the abdominal aorta and its replacement 
with a plastic vessel, took five hours to complete. Again 
by chance, the aorta had ruptured at a point below 
the major tributary arteries of the circulation system, 
thus simplifying an already difficult operation. 

One of the physicians attending Kredel said that the 
staff surgeon’s skill and the remarkable coincidence of 
events that permitted Kredel to be placed on the 
operating table within minutes “very well may have 
saved Dr. Kredel’s life.” 

Dr. Kredel came to Charleston in 1938 from 
Chicago. In 1942, he received national recognition for 
successful operations on “stroke” victims paralyzed 
from lack of blood flowing to the brain. He has held 
office in a number of medical organizations, locally 
and nationally. 

Charleston News and Courier 
Jan. 9, 1957 


COLUMBIA MEDICAL SOCIETY 
1957 OFFICERS 

The annual-meeting for the election of officers was 
held in the State Room of the Hotel Columbia on 
December 10, 1956, and the results of the election 
were as follows: Dr. G. S. T. Peeples, President; Dr. 
Ethel Mae Madden, Vice-President; Dr. Harold E. 
Jervey, Secretary (re-elected); Dr. C. F. 
Treasurer (re-elected); Dr. Buford §S. Chappell, 
Editor of The Recorder; Member of Board of Censors, 
Dr. Kirby Shealy; Member Public Relations Com- 


Crews, 
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mittee, Dr. Bill Pitts; Delegate to S.C.M.A., Dr. Lee 
Sanders; Alternate Delegate, Dr. William Hall. 


Dr. H. R. Pratt-Thomas has been named president 
of the Charleston County Medical Society. Dr. Henry 
C. Robertson, Jr. is serving as vice president and Dr. 
R. Maxwell Anderson as secretary-treasurer. 





ANNOUNCEMENTS 





POISON CONTROL CENTER 
Phone 4-7382 Columbia, S. C. 


I. The State Chapter of the American Academy 
of Pediatrics, in cooperation with the South Carolina 
State Board of Health, Columbia Hospital, and South 
Carolina Pediatric Society, announces the establish- 
ment of a Poison Control Center, located at the 
Emergency Department of the Columbia Hospital, 
Columbia, S. C. 


II. The primary purpose of this Poison Control 
Center is to serve as an information center and refer- 
ence point for any physician in the state. From our 
files the most efficient methods of first-aid and 
treatment now available can be obtained for the multi- 
tudes of poison cases encountered. Any physician 
throughout South Carolina will have access to our 
poison and treatment files merely by calling POISON 
CONTROL CENTER, Columbia, S. C. Phone 4-7382. 


III. The Poison Control files consist of approxi- 
mately 750 different industrial products and other 
toxic agents indigenous to this area, as well as an 
adequate reference library It is hoped that this center 
will rapidly improve the therapy and first-aid treat- 
ment in poison cases and thus lower the crippling and 
mortality rates in this state. 

Furthermore, information and data obtained from 
the cases of poisoning that occur should enable us to 
reduce hazards and frequency of poisoning through- 
out the state. Any physician requesting information 
from the Poison Control Center will be requested by 
mail to complete a questionnaire regarding individual 
cases of poisoning. Reporting rare and unusual cases 
will be of great value for our files. 


IV. It appears that coordinated nation-wide Poison 
Control systems will soon be functioning to coordinate 
the various centers and to maintain up to date files. 

The State Board of Health is actively supporting 
and cooperating with this program of the American 
Academy of Pediatrics as one facet of the overall 
problem of Accident Prevention. 

Henry W. Moore, M. D., Chairman 
State Accident Prevention 
Committee, American Academy of 
Pediatrics 

Charles R. Propst, M. D. 

Benjamin O. Stands, M. D. 
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TENTATIVE PROGRAM 
FIFTY-EIGHTH ANNUAL MEETING 
OF 
TRI-STATE MEDICAL ASSOCIATION 
THE CLEMSON HOUSE, CLEMSON, S. C. 
MONDAY, FEBRUARY 18 
Panel on Diabetes—Dr. Willard Mills, Pediatrics, 
Greenville, Moderator; Dr. R. I. Stephens, Int. 
Med., Asheville; Dr. Richard C. Nailling, Surgery, 
Asheville 
Sludge Blood Team from Medical College of South 
Carolina—Dr. Ed Boyle; Dr. M. H. Knisely and 
Dr. John A. Boone 


Panel on Psychiatry—Dr. Richard C. Proctor, Winston‘ 
Salem; Dr. Iverson O. Brownell, Greenville, 
Moderator; Dr. Jos. J. Nannarella, Greenville 

Chemo-Pallidectomy in Parkinson's Disease—Dr. John 
Meredith, Richmond, Va. 

Hypophysectomy in Advanced Cancer—Dr. Charles 
Troland, Richmond 

Advances in Cancer Diagnosis and Treatment—Dr. 
Brewster Miller, American Cancer Society, New 
York 

6:30—Social Hour 

7:30—Banquet 
Presidential Address—Guest Speaker, Mr. C. A. 
McKnight, Editor of Charlotte Observer 

TUESDAY, FEBRUARY 19 

Office Gynecology—Dr. Karl J. Karnaky, Houston 

Ano-Rectal Problems in OB-Gyn.—Dr. Robert V. Ter- 
rell, Richmond 

Hemorrhage in Obstetrics—Dr. W. Norman Thornton, 
Jr., Charlottesville; Discussion by Dr. Jack Parker, 
Greenville 

Endometriosis—Dr. Karl J. Karnaky, Houston 


Orthopedic Panel—Dr. Walter Hunt, Charlottesville; 
Dr. Charles B. Thomas, Greenville 

Opthalmologic Subject—Dr. Dupont Guerry, III, Rich- 
mond; Discussor: Dr. Robert A. Brown, Greenville 

Progress in Pediatrics—Dr. Wilbur Davison, Durham; 
Discussor: Dr. John Zeliff, Greenville 


Observations Concerning the Bronchi Relative to 
Smoking and Environment—Dr. H. R. Pratt- 

Thomas, Charleston 

Cytologic Diagnosis—Dr. Paul Kimmelstiel, Charlotte; 
Discussor: Dr. Zelma Kalnins, Winston-Salem 

Experimental Shunts in Cirrhosis of Liver—Dr. Cheves 
Smythe, Charleston 


(Subject )—Dr. George Wilkinson, Greenville 


AMERICAN ACADEMY OF PEDIATRICS 
SPRING SESSION 
WASHINGTON, D. C. 
Sheraton-Park Hotel — April 1, 2 and 3, 1957 





The International College of Surgeons extends a 
cordial invitation to all physicians, medical personnel 
and their friends to attend its Tenth International 
Congress in Mexico City, February 24-28. 

The meeting is being held at the invitation of His 
Excellency, Don Adolfo Ruiz Cortines, President of 
Mexico. It will combine an excellent scientific program 
by outstanding surgeons of the world with an op- 
portunity to enjoy the show places of Mexico. 


Cardiac Surgical Program—National Jewish Hos- 
pital at Denver, a free, non-sectarian institution, is 
expanding its facilities for cardiovascular patients 
with lesions amenable to surgical intervention. Only 
patients unable to pay for private care are eligible for 
admission. Since the hospital has a complete cardio- 
pulmonary physiology laboratory, definitive diagnosis 
by the referring physician is not necessary. Inquiries 
concerning admission should be directed to Miss Grace 
Grossmann Director of Social Service and Rehabilita- 
tion, National Jewish Hospital, 3800 East Colfax Ave., 
Denver 6, Colorado. 


EMORY UNIVERSITY SCHOOL OF MEDICINE 
Announces 
a Two-Day Course in 
ELECTROLYTES 
March 29 and 30, 1957 
Course will be under the direction of 
Dr. Arthur Merrill, 
Associate Professor of Medicine, 
and 
other faculty members of Emory University. 
Visiting faculty includes 
Dr. Ted S. Danowski, Professor of Research Medicine, 
University of Pittsburgh, Pittsburgh, Pennsylvania 
and 
Dr. Louis G. Welt, Professor of Medicine, 
University of North Carolina, Chapel Hill 
North Carolina 
Address: Postgraduate Teaching Program, 
Emory University School of Medicine, 
Atlanta, Georgia 


MEDICAL COLLEGE OF GEORGIA 
MEDICAL COLLEGE OF GEORGIA 
FOUNDATION, INC. 
and 
GEORGIA HEART ASSOCIATION 
Announce 
A Clinical Workshop in the Treatment of Circulatory 
Disorders 
Thursday, Friday, and Saturday 
March 28, 29, 30, 1957 

This intensive postgraduate session will attempt to 
increase the practitioner's skill in a restricted field 
by emphasis upon the capacity of drugs and other 
therapeutic agents to modify diseases of the circula- 
tion. Formal lectures cannot be entirely avoided but 


whenever possible registrants will work closely with 
patients selected to illustrate the therapeutic problems 
under consideration. Informal discussions with mem- 
bers of the Departments of Medicine and Pharmacol- 
ogy will illustrate the impact of pharmacology and 
surgery on abnormal physiologic states. Attention will 
be paid to the management of peripheral circulatory 
disorders as well as to those involving the heart and 
kidneys primarily. The therapeutics of congestive 
heart failure, the common arrhythmias, shock, the 
hypertensive states and the degenerative arterial 
lesions will be covered in a systematic manner. The 
workshop will begin at noon on Thursday and con- 
tinue until noon on Saturday; it will also include a 
session on Thursday evening devoted to electrolyte 
disturbances. 

FACULTY 
authorities in vascular diseases 
participating in the course include both visiting and 
Medical College of Georgia men. Dr. C. Thorpe Ray, 
Associate Professor of Medicine, Tulane University 
School of Medicine will be featured. Others include 
Drs. Thomas Findley, Harry T. Harper, A. C. Witham, 
Herbert Schafer, Department of Medicine and Dr. 
R. P. Ahlquist, Department of Pharmacology, Medical 
College of Georgia. 

APPROVED 
By the American Academy of General Practice for 
20 credit hours. Category I. 
FEES 
$25.00 will be charged for the session. The full fee 
is payable at the time of filing application for the 
course. 


Outstanding 


REGISTRATION 
Is limited to twenty physicians. Application, ac- 
companied by a check made payable to the Medical 
College of Georgia, should be made as soon as pos- 
sible to: 
Dr. Virgil P. Sydenstricker 
Dean, Postgraduate Education 
Medical College of Georgia 
Augusta, Georgia 
ACCOMMODATIONS 
A block of rooms has been reserved at the University 
Motel immediately adjacent to the Medical College 
of Georgia. Reservation cards will be sent direct to 
registrants with their matriculation cards confirming 
acceptance to the course. Meals will be available on 
the Medical College campus. 


STATE CONFERENCE ON HANDICAPPED 
CHILDREN 

A state conference on handicapped children will 
be held at the Columbia Hotel, Columbia, South 
Carolina on March 5-6, 1957. This conference is being 
sponsored by the State Interdepartmental Committee 
on children and youth in cooperation with The 
Nemours Foundation of Wilmington, Delaware. 

The objectives of this conference are: 
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. Determine the programs, services and facilities 
now available in the state for meeting the needs 
of handicapped children. 

2. Consider those programs, services and facilities 
which should be developed in order to meet 
these needs more adequately. 

3. Develop the understanding, interest and support 
necessary to attainment of the goals which the 
conference may formulate. 

The following outstanding speakers have accepted 

invitations to be on the program. 

Dr. Kenneth Rogers, Associate Professor, Maternal 
and Child Health, University of Pittsburgh; Dr. 
Romaine Mackay, Chief, Department of Special Ed- 
ucation, Federal Office of Education; Dr. Stanley Ains- 
worth, Professor of Speech Correction and Chairman 
of Exceptional Children, University of Georgia; Dr. 
George Deaver, Medical Director, Children’s Division, 
Institute of Physical Medicine and Rehabilitation, 
New York University - Bellevue Medical Center. 

The 26th Venereal Disease Postgraduate Conference 
for physicians sponsored by the University of Ten- 
nessee College of Medicine and the Public Health 
Service will be held at the College of Medicine in 
Memphis, April 18-20, 1957, inclusive. 

The course is designed to acquaint the practitioner 
with the latest developments in diagnosis, treatment, 
and management of the venereal diseases. No tuition 
will be charged. Applications for admission are to be 
sent to Dr. Henry Packer, Department of Preventive 
Medicine, University of Tennessee College of Medi- 
cine, Memphis 3, Tennessee. 


Several important attractions will be presented to 
surgeons and related medical personnel attending the 
Sectional Meeting of the American College of Sur- 
geons in Washington, D. C., March 18-21, at The 
Sheraton-Park Hotel: a practical general surgery pro- 
gram; a full day’s session for obstetricians-gynecolo- 
gists; a post-graduate course in ophthalmology at 
Walter Reed Army Hospital; a symposium on What’s 
New In Surgery; and a tour, on March 21, of medical 
installations of the federal services in the Washington 
area, constituting an unusual opportunity to observe 
investigative work being done there. 


THE AMERICAN PHYSICIAN 
AND 
THE WORLD MEDICAL ASSOCIATION 

The World Medical Association has become a 
strong factor in protecting and promoting the profes- 
sional interests of the medical profession and the 
cause of world peace. 

Now in its 9th year, W.M.A. is a federation of the 
most representative national medical association in 
each of 52 nations. These member organizations 
represent more than 700,000 physicians. The American 
Medical Association is a leading member of The World 
Medical Association. 
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Doctors of medicine the world over cherish the same 
basic ideals of conduct and the same devotion to the 
welfare of mankind. The World Medical Association 
is cultivating the common purposes of the profession. 
This growing community of interest is a source of 
strength to the physicians in every land. 

The membership of the United States Committee 
has been growing slowly but steadily. In 1955, the 
Committee reached its first important milestone of 
growth: a membership of 5,000 American physicians. 

Even with this modest membership representing 
scarcely 3% of American medicine, important 
achievements have been registered, many of which 
would have been impossible if the American pharma- 
ceutical and related industries had not consistently 
matched the financial support given the United States 
Committee by its physician members. 

The World Medical Association assists traveling 
physicians by providing them with introductions to 
colleagues in other countries, by making speaking 
engagements for them abroad, by acquainting them 
with visiting doctors from other countries, and by 
sending the “World Medical Journal” to members of 
all national supporting committees. 

Two World Medical Association accomplishments 
that have brought great credit to our profession and 
strengthened its solidarity throughout the world were 
the promulgation in 1948 of the Declaration of Gen- 
eva, comprising a modern re-statement of the Hippo- 
cratic Oath, and the adoption in 1949 of an Inter- 
national Code of Medical Ethics. 

On the international stage, The World Medical 
Association has endeavored to counter efforts of the 
International Social Security Association and the 
International Labour Organization to promote state 
medicine under social security programs. The World 
Medical Association has earned the respect of the 
International Labour Organization for its defense of 
the interests of medicine against the International 
Labour Organization Convention for Medical Social- 
ization in 1952. Now The World Medical Association 
is attempting to wrest from the International Labour 
Organization the recognized world leadership in the 
field of occupational medicine. 

For all these activities, and for many more which 
demand our attention, additional funds are needed. 
Each new member not only contributes his nominal 
membership dues, but, more vitally, he lends his name 
and influence to the program of the W.M.A. and of 
its United States Committee. 

Every individuat physician in the U. S. A. is eligible 
for membership in the United States Committee. 
Annual membership dues are $10.00, The dues for 
Patron Members are $100.00 or more. Many of our 
members regularly make contributions to the U. S. 
Committee, in addition to their annual dues. All such 
contributions to the United States Committee of The 
World Medical Association are tax deductible. 





CLASSIFICATION OF SURGICAL 
PROCEDURES 

health 

ministration has been achieved through the intro- 


Further simplification of insurance ad- 
duction by the Health Insurance Council of a standard 
nomenclature and classification of surgical procedures. 
This new manual for insurance companies, entitled 
“Surgical Procedures: Classification and Nomencla- 
ture,” is intended to expedite the payment of claims 
under surgical expense insurance contracts by aiding 
in the adoption of a uniform terminology for surgical 
procedures. It does not in any way attempt to estab- 
lish a schedule of physicians’ charges for operations. 

The booklet adapts for insurance company use the 
Standard Nomenclature of Diseases and Operations of 
the American Medical Association and is now being 
distributed to companies, according to Council chair- 
man Howard A. Moreen, Vice President of Aetna Life 
Insurance Company, Hartford, Conn. Prepared after 
consultation with a committee of the AMA Council on 
Medical Services by the Health Insurance Council's 
Technical Advisory Committee, the nomenclature 
covers some 1000 procedures into which practically 
all surgical operations may be classified. 

Doctors and hospitals may obtain copies without 
charge by writing to the Health Insurance Council, 
Room 800, 488 Madison Avenue, N. Y. 22, N. Y. 


REFRESHER COSTS 

The U. S. Internal Revenue Service has issued a 
regulation which is important to physicians. 

Efforts over a long period of time by the A.M.A. 
Law Department to get the Internal Revenue Service 
to issue a regulation permitting physicians to deduct 
their expenditures in taking postgraduate “refresher” 
courses have finally paid off. 

The regulation, effective on August 9, provides that 
expenditures for education are deductible if they are 
for a “refresher” or similar type of course taken to 
maintain the skills directly and immediately required 
by the physician in his employment or business. An 
educational course to be covered should be designed 


> 
te 


“m BLUE CROSS. 


Let me discuss briefly the terms prepayment, part 
payment, and insurance payment—terms which are 
commonplace in our daily speecle There seems to 
be considerable confusion in the minds of doctors, hos- 
pital administrators, and the public as to the true 
significance of each of them and of the different 
ideas that they express. 

Prepayment implies payment in full of the cost of 
some specific article or service before it is received. 
The price of the article or service is known at the time 
of payment. The article or service is definite and is 


for established medical practitioners to help them keep 
abreast of current developments in the profession; it 
should be of short duration; it should not be taken on 
a continuing basis, and should not carry academic 
credit. Education designed to prepare the practitioner 
to enter a specialty will not be acceptable. 

When a physician travels away from home primarily 
to obtain “refresher” education, his expenditures for 
travel, meals, and lodging while away from home are 
deductible. However, expenses for personal activities 
such as sightseeing, social visiting or entertaining, or 
other recreation will NOT be allowed. 

SOCIAL SECURITY FOR DOCTORS 

The Physicians Forum, which was once spearheaded 
by a committee headed by the late Ernst P. Boas of 
New York, is passing the hat again among doctors for 
funds to finance a campaign to get social security for 
doctors. The Forum recently mailed a four-page bro- 
chure to every doctor in the United States, practically 
the same kind of brochure that it mailed back in 1952. 

The response from doctors will probably be no bet- 
ter this time than it was in 1952. Too many honest 
and sincere physicians recall the activities of The 
Physicians Forum a few years back. 

The Forum, which labeled itself the “voice of the 
liberal doctor,” once championed the fight in behalf 
of the Wagner-Murray-Dingell bill providing for com- 
pulsory health insurance. Many physicians also re- 
member how, in November, 1945, The Physicians 
Forum issued a statement saying that it “strongly ap- 
proves the message of President Harry S. Truman 
calling for the establishment of a nationwide health 
and medical care program to supply the medical needs 
of all Americans regardless of income, race and re- 
ligion.” 

The A.M.A. Journal has published a series of excel- 
lent articles dealing with the subject of social security 
for physicians. The articles strongly refute the state- 
ments and arguments presented in The Physicians 
Forum brochure, showing beyond question that they 
are false and misleading. 

AMA Secretary’s Lettcr 


.. BLUE SHIELD 


known both to the buyer and to the seller. The trans- 
action may be completed at one time, the buyer pay- 
ing the entire cost and the seller forthwith providing 
the article or the service. On the other hand, the buyer 
may divide the ccst into a number of payments, but 
he does not receive the article or service until the full 
cost is paid. This is the method of payment employed 
in the so-called lay-away plans offered by many 
merchants. 

Part payment differs materially from prepayment. 
In this plan of buying, a down payment is made at the 
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time of purchase. The down payment may be very 
small. More usually in costly items subject to rapid 
depreciation in value, it is greater, averaging perhaps 
25% of the price of the article or service. The balance 
is then divided into a specified number of regular 
installments. The seller is protected in the collection 
of the balance by retaining title to the article sold or 
by a mortgage on the article or something else of 
equal or greater value. At any time in case of default 
in installment payments, he can repossess the article 
sold or foreclose the mortgage. 

This type of selling and buying is peculiar to the 
United States and is the foundation of our high 
standard of living, our tremendous industrial develop- 
ment, our wide automobile and appliance market, and 
our wide home ownership. It allows the person with 
a relatively small income to budget his payments over 
a relatively long period of time and to enjoy the use 
of many things which he could not have if he had to 
save the full cost before he could have the things he 
now enjoys. 

Insurance payments have some of the features of 
both prepayment and part payment, but there are 
several important differences. The payments relative 
to the value of what the buyer may receive are 
relatively small, but they are repetitious and so re- 
semble installment or part-payment buying. The buyer 
pays in full in advance for insurance coverage for a 
stated period of time, and so there is a resemblance 
to prepayment. However, the buyer does not know 
in dollars and cents the value of what he will receive. 
All that he knows is that he receives protection 
against monetary loss, provided such specified loss 
threatens. He may receive many times more remunera- 
tion than the price he has paid if he is threatened with 
loss, and he will receive no monetary return from his 
transaction if no loss against which he is protected 
occurs. He has purchased only protection from un- 
expected and unpredictable loss, and if such loss occurs 
he is reimbursed from the pool of funds created by the 


contribution of many others who purchased similar 


protection but who incurred no loss. 

Since reimbursement can come only from such a 
pool, it is necessary first that the loser be one of a 
relatively large group who contributed to the pool. 
It is necessary that the insurer be able, before estab- 
lishing the individual rates for the insurance pro- 
tection, to determine with reasonable accuracy the 
number and amount of claims for reimbursement he 
will receive within a given period of time. If the 
number and amount of claims received exceeds the 
expected number upon which the rates were based, 
the pool of funds will become depleted and the in- 
surer will be able to make no further reimbursements. 
He becomes insolvent. 

The insurance principle cannot apply to protection 
against losses that are certain to occur. It cannot apply 
to losses that occur by reason of fraudulent claims 
based on artificially produced losses. Such losses would 
not have figured in the expectancy upon which 
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costs of insurance are based. Since the buyer purchases 
protection only, he will receive the full value of his 
purchase even though he might incur no loss. 

If because of unusual or changed circumstances the 
ratio of losses based on legitimate claims increases 
beyond the original expectancy upon which costs are 
based, then the ratio of charges for the insurance to 
the losses incurred must be quickly increased to pre- 
vent insolvency of the insurer. This is a matter for 
the insurer to determine. No one would wish to pur- 
chase insurance from an insurer who did not take 
such steps against insolvency. 

Blue Cross ané Blue Shield are insurers. They offer 
insurance against unexpected and unpredictable losses 
incident to sickness and hospital care. The charges 
for the protection are collected in advance on a 
monthly, quarterly, or other installment basis. The 
cost of the administration and the payment of claims 
arising from the protection contract is distributed 
among all the members of the Plans. The protection 
contract specifically states what losses the member is 
protected against. There is no protection against un- 
specified losses, and such unspecified losses are not 
taken into account in figuring the rate or cost to the 
member. If the Plan pays for unspecified and un- 
covered losses, it does so at a definite risk to the other 
members of the Plan, because such payment is a 
charge against_the reserves of the Plan. When it pays 
fraudulent claims based upon misrepresentation of the 
nature of the loss, or its exaggeration, it jeopardizes 
the interest of other members of the Plan. 

If because of epidemics, a rapidly increasing birth 
rate, larger families, increased hospital costs, a 
changing pattern of medical practice, or a changing 
attitude 
imbursable losses increases, the Plans have to increase 


toward hospitalization, the cost of re- 
their membership dues proportionately. 

For the past ten years, hospital costs have increased 
tremendously. Those costs reflect the decreasing value 
of the dollar in things and services. It is estimated 
that they will continue to increase at the rate of 5% 
per year for at least five years. To meet these increased 
hospital costs, Blue Cross has had to periodically in- 
crease its charges to members. Because Blue Cross 
offers service benefits, paying all hospital costs for 
admissions covered by its contract, it has not had a 
safety valve such as have commercial insurance car- 
riers which have monetary limits to the protection 
they offer. Since medical costs have increased so 
rapidly, since the pattern of medical practice has 
rapidly undergone widespread change along with the 
increase in the number of hospitals and hospital beds, 
and since the attitude of the public has changed 
quickly in regard to hospital care, Blue Cross has not 
been able to increase its rates rapidly enough at times 
to keep up with increased costs of service protection 
and has suffered at times a serious and dangerous de- 
pletion of reserves. Actually, Blue Cross charges have 
not increased proportionately to the decrease in the 
value of the dollar. 





The changes which have affected Blue Cross have 
affected Blue Shield similarly. Except for the fact that 
its participating physicians have loyally carried on 
without demanding a material increase in fee allow- 
ances in service benefit cases, Blue Shield would have 
had to increase its costs so much as to probably price 
it out of reach of those it most intensely tries to pro- 
tect. The loyalty of our participating physicians is a 
thing of which the Plan is very proud, and it is to 
them goes the credit of the continued life of the South 
Carolina Medical Care Plan. 

J. Decherd Guess, M. D. 
Medical Director 





DEATHS 





DR. GEORGE McFARLANE MOOD 

Dr. George McFarlane Mood, retired Medical Gol- 
lege professor and health officer, died January 10. 

Dr. Mood, 76, was professor of bacteriology at the 
Medical College of South Carolina from 1909 until 
his retirement in 1949. He formerly was adjunct pro- 
fessor of histology and pathology at the college. He 
also was bacteriologist for the Charleston County 
Health Department for many years. Since his retire- 
ment he practiced bacteriology privately. 

Dr. Mood was born in Charleston. He attended 
private schools in Summerville, the High School of 
Charleston, the College of Charleston and the Medical 
College of South Carolina. 

He served his interneship at St. Francis Xavier Hos- 
pital and entered private practice as an associate of 
the late Dr. Joseph Maybank. In 1904 he became a 
member of the faculty at the Medical College and 
was named professor of bacteriology in 1909. 

He studied milk and meat sanitation in Philadelphia; 
rabies vaccine procedures in New York and human 
and rat plague medicine at New Orleans. 

He served as secretary for the building committee 
of the Medical College in 1912. He was chairman of 
the board of Roper Hospital from 1918 until 1951. In 
1917, as chairman of a typhoid and malaria fever 
clean-up campaign, he supervised draining of mos- 
quito breeding areas and the eradication of some 
3,000 open toilets in the city. 

He was president of the Charleston County Tuber- 
culosis Association from 1925 until 1936. He was 
chairman of the building committee for New Roper 
Hospital (1941-1946) and a past president of the 
Medical Society of South Carolina. He also was a for- 
mer president of the Widows and Orphans Society of 
Charleston. 


DR. EDWARD FRANKLIN WYATT 
Dr. Edward Franklin Wyatt, 88, retired physician 
of Easley, died in a Greenville hospital November 5 
after an illness of several months and a critical illness 
of three weeks. 
Dr. Wyatt was born in Anderson County. He was 


an alumnus of Emory University, and a graduate of 
the class of 1897 of the Southern Medical College of 
Atlanta, Ga. He began the practice of medicine in 
Lavonia, Ga., later practicing in Athens, Ga. and 
Central, before moving to Easley in 1906. Dr. Wyatt, 
who in his early years of practice was a very busy 
“horse and buggy” doctor, had a large clientele until 
health forced him to retire some years ago. 


DR. HENRY DUNHAM HERRING 

Dr. Henry Dunham Herring, 41, North Charleston 
physician, died unexpectedly January 2, 1957. 

Dr. Herring, who reportedly had been in poor 
health recently, died shortly after falling from his bed 
onto the floor of his home. He suffered a fractured 
skull in the fall. 

A native of Andrews, Dr. Herring was born August 
23, 1915. He was a member of the South Carolina 
Medical Association, the American Medical Associa- 
tion, Greater Charleston Chamber of Commerce, Elks 
and Hammerton Lodge, A. F. M., 
Medical Society. 


Charleston County 





BOOK REVIEWS 


DERMATOLOGY. First Edition. Donald W. Pills- 
bury, M. A., M. D., Walter B. Shelley, M. D., and 
Albert M. Kligman, M. D. W. B. Saunders Company, 
Philadelphia, 1956. Price $20.00. 

This book, written by Dr. Don M. Pillsbury, Profes- 
sor of Dermatology at the University of Pennsylvania 
and two of his associates, fills a need which has long 
been present in dermatological literature. The authors 
state the needs for such a book in their preface, which 
alone is well worth reading. 





Diseases affecting the skin present much difficulty 
and confusion to the general physician. Few medical 
schools give more than a brief course in didactic and 
clinical dermatology. As a result, the physician has 
little understanding of the normal function of the 
skin, much less the diseases of the skin. One of the 
outstanding parts of the book is its first section 
which, with an unusually lucid and organized pre- 
sentation, makes it possible for any physician to 
acquire a very adequate knowledge of the anatomy 
and physiology of the normal skin. This basic know!- 
edge may be acquired by simply reading the sum- 
maries at the end of each chapter. 

The ability to make a correct diagnosis is another 
great lack in dermatological teaching. If one is able 
to arrive at a wotking diagnosis, further information 
regarding the discace can be obtained from many 
sources. As diagnosis has major practical difficulties, 
the author emphasizes discussion of diagnostic 
methods. Dermatological diseases are encountered 
rather frequently in all branches of medicine and sur- 
gery. In general, the physician practicing in a tropical 
climate will find that 25% of his patients will have a 
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disease affecting the skin. Percentagewise, and in 
practice, some knowledge of dermatology is essential. 


Once the diagnosis has been established, and the 
authors claim that this can be done in over 90 per 
cent of dermatological cases, treatment is highly 
satisfactory. For those diseases in which one or two 
methods are outstanding, this is so stated. For diseases 
in which several methods of treatment must sometimes 


be tried, the order of preference is given. Some types 


of treatment offer more risk than the disease being 
treated, and emphasis has been given to this fact. 
Where it appears that no satisfactory method of treat- 
ment is available, it has seemed proper to say so 
frankly. This is one of the few textbooks which at- 
tempts to evaluate therapy. 


This is an excellent textbook for medical students 
and one which every general practitioner will find in- 
valuable in his library. It is also a book the specialist 
will want to own because it codifies the old as well 
as the new ideas in the field of dermatology with a 
clarity which is refreshing. 


Kathleen Riley, M. D. 


THE RECOVERY ROOM: IMMEDIATE POST- 
OPERATIVE MANAGEMENT. By Max S. Sadove, 
M. D., Professor of Surgery (Anesth.) and Head, 
Division of Anesthesiology, University of Illinois Col- 
lege of Medicine and the Research and Educational 
Hospitals and James H. Cross, M. D., Clinical Assist- 
ant Professor in Surgery, University of Illinois College 
of Medicine; and 24 Contributing Authorities. Cloth 
$12.00 Pp. 597 with 103 Illustrations. W. B. Saunders 
Company, Philadelphia 5, Pa. 


Because of the growing realization that the Recovery 
Room is an invaluable supplement to the modern hos- 
pital, this new book is a timely guide for either the 
establishment or operation of such a unit. 


Besides containing a description of the organization, 
function, administration, and equipment of recovery 
units, this volume presents general principles and 
techniques in the control of pain, sedation, antibiotic 
therapy, and post operative complications as well as 
describing specific post operative .problems arising in 
all of the various types of surgery. Also included is a 
section on the Management of Medical Problems which 
deals with such medical emergencies as cardiac, cere- 
brovascular, massive gastrointestinal hemorrhage, bar- 
biturate, narcotic and heavy metal poisoning, acute 
renal insufficiency and endocrine emergencies. 

The presentation of all phases of the critical post- 
operative period as well as certain medical problems 
which benefit by concentrated and intensive therapy, 
makes this book a valuable reference for surgeons, 
internes, residents, nurses and hospital administrators 
concerned with these problems. 


John C. Doerr, M. D. 
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STUDIES IN TOPECTOMY. Edited by Nolan 
D. C. Lewis, M. D.; Carney Landis, Ph. D., D. Sc.; 
and H. E. King, Ph. D. 248 pp Grune & Stratton, New 
York. $6.75. 

This monograph is a report of the New York State 
Brain Research Project. This Project’s primary aim 
was to explore the potentialities of psychosurgical 
methods as therapy for mental disorders and to in- 
vestigate the role of the frontal lobes of the brain in 
human behavior. 

The material is arranged for continuity; beginning 
with the description of the neurosurgical procedures 
used in removing a certain portion of the frontal lobe, 
continuing with the discussions of the scientific groups 
observing the patients in the pre- and post-operative 
periods, and closing with the follow-up reports on the 
later histories of the operated patients by the psychia- 
tric and social service divisions. 

This is an excellent summary of the effects of re- 
moval of known areas of the.frontal lobe. Due to the 
technical and statistical nature of this monograph, it 
can only be recommended for those having a direct 
interest in the field of psychosurgery. 

Luther C. Martin, M. D. 


THE MENNINGER STORY, by Walker Winslow. 
Doubleday & Company, New York, 1956. Price $5.00. 

This biography of Dr. Charles Frederick Menninger 
is a success story in true life that depicts the American 
saga in a manner which outstrips the tales of Horatio 
Alger. With modest origins from the Swiss and Ger- 
man immigration to the Mid-West about 1848, Dr. 
Menninger and his sons developed an outstanding 
center for neuropsychiatry despite many handicaps 
and reverses. 

His first medical degree was from a homeopathic 
school in Chicago in 1889. Inspired by a visit to the 
Mayo Clinic in 1908, he declared, “we are going to 
have a clinic like that right here in Topeka”. While 
attention of the reader may lag at times at the some- 
what pedestrian pace of the narrative, there is human 
interest in every chapter. His devoted wife is de- 
scribed as very intense and active in many fields al- 
though quite strait-laced about the shortcomings of 
others. His accomplished sons occupy an important 
place in present day psychiatry. 

It is of interest to note that 400 psychiatrists have 
received training at the Menninger Clinic. With its 
resident training program there is one M. D. for every 
six patients. Also there is a medical social worker per 
10 patients compared to a national average of 1 per 
600. This indicates the emphasis by the Menningers 
on the importance of family and other environmental 
factors in the medical picture. 

The death of Dr. C. F. Menninger in 1953 at the 
age of 91 marks an epoch in modern psychiatry. The 
book has a pleasing format and contains an adequate 
index. 

F. E. Kredel, M. D. 
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PSYCHOPATHY AND DELINQUENCY. William 
and Joan McCord, New York, Grune & Stratton, 1956. 
pp. 229. 

William McCord, Ph.D. is an instructor in Social 
Psychology and General Education. Joan McCord, 
Ed. M. is a research assistant, Laboratory of Human 
Development. Both authors are at Howard Univer- 
sity. Their book is a well written and well documented 
volume with illustrative cases and conclusions drawn 
from experimental data. 

The symptoms, the diagnosis and the legal implica- 
tions of the psychopathic personality have long been 
a controversial issue among professional people deal- 
ing with them. This book reviews the literature on 
the psychopathic personality to arrive at a concise 
history and definition of this disorder, its diagnosis, 
causes, treatment, and social implications. The history 
of the disease was traced from the early concept of 
“moral insanity” (Pinel, Prichard & Lombroso) to the 
modern concept based on the more comprehensive ap- 
proaches of the “combined resources of genetics, child 
study, psychoanalysis, electro-encephalography, soci- 
ology, and psychotherapy”. The present authors pro- 
pose “a neuro-social theory of causation”. 

. asocial. His 
conduct often brings him into conflict with society. 
The psychopath is driven by primitive desires and an 
exaggerated craving for excitement. In his self-cen- 
tered search for pleasure, he ignores restrictions of his 


The psychopath is described as “ 


culture. The psychopath is highly impulsive. He is a 
man for whom the moment is a segment of time de- 
tached from all others. His actions are unplanned and 
guided by his whims. The psychopath is aggressive. 
He has learned few socialized ways of coping with 
frustration. The psychopath feels little, if any, guilt. 
He can commit the most appalling acts, yet view them 
without remorse. The psychopath has a warped capa- 
city for love. His emotional relationships, when they 
exist, are meager, fleeting, and designed to satisfy 
his own desires. These last two traits, guiltessness and 
lovelessness, conspicuously mark the psychopath as 
different from other men”. 

Some chapters are devoted to the causes and diag- 
nosis of psychopathy followed by a resume of types 
of treatment which have been tried at the adult level 
with relatively little success. The authors conclude 
that “treatment of the adult psychopath, while not 
hopeless, is far from hopeful.” Fortunately, the out- 
look for the prevention and treatment of child psycho- 
pathy are much better. Aichorn, Bettleheim, Redl, and 
Papanek reported success in treatment through the 
use of “milieu therapy”. This type of therapy involves 
“a reorientation of the child’s total environment” with 
emphasis on giving the child a great deal of love and 
affection in a non-punitive and permissive environ- 
ment. 

The authors present an original evaluation of 
“milieu therapy” based on a study made at New 
York’s Wiltwyck School for Boys. They devise som> 
ingenious techniques for measuring the various facets 


of the psychopathic personality which were ad- 
ministered, before and after treatment, to the Wilt- 
wyck boys and a control group of non-delinquent 
children. The reliability of these devices and their 
results were tested with sound statistical procedures. 
The authors conclude that under such treatment 
definite improvement occurs in the psychopathic 
child. They say that “The Wiltwyck environment, a 
new ‘situation’ causes radical alterations in person- 
ality”. At this point no test of permanence could be 
applied but the authors “hope that the effects of 
treatment are permanent”. 

The final chapter is devoted to an excellent dis- 
cussion of the psychopath in relation to the law and 
society and to whether the psychopath may be held 
legally responsible for his behavior. 

This seems to be a worthwhile book for anyone 
dealing with psychopathic disorders. 

Junius M. Rowe, Ph. D. 


A NEW PSYCHOTHERAPY IN SCHIZOPHRE- 
NIA by Marguerite Sechehaye, 190 pages. Grune & 
Stratton, New York. 

In the last few years with the tremendous rise of 
psychoanalytic 
methods and ideas, a whole new field of therapy 


the newer more comprehensive 
promised great hope and light for the vast array of 
the mentally ill. This was in marked contrast to the 
“stay away from” attitude of psychotherapists in gen- 
eral from the whole problem of the mentally ill. 

This book, A New Psychotherapy in Schizophrenia 
embraces in a relatively small number of pages the 
entire new concept of how schizophrenic patients can 
be treated and handled, even in their most severe 
depths of regression. The author, who herself has been 
an advocate of extending the earlier principles of 
Freudian psychology, has shown a very interesting 
method for “reaching” the phantasy world of schizo- 
phrenia. Her ideas in themcelves are not revolutionary 
but are a confirmation and a development of methods 
and techniques that has been increasingly utilized in 
the past fifteen years. Her particular concept is called 
“Symbolic Realization” which in simple terms means 
the use of everyday symbols in constructing the phan- 
tasy world of the infant whose reality consists of 
magical belief in goodness, simplicity, and the ab- 
solute surprising love of a parent object. This is not 
to be confused with what is in simple terms called 
“love and affection,” but the world of surprise, un- 
anticipated pleasure, seeming miracle, and unlimited 
bounty. The ability to recreate this world securely 
and definitely is necessary before the schizophrenic 
can enter into the actual world that we all live in. 

This book, if read carefully, can be of profound help 
to all psychiatrists and psychoanalysts, as well as being 


understandable to most physicians who have any 


interest in the psychological world of their patients. 
Although technical and advanced, it is a stimulating 

expose of the poetry and meaning of living symbols. 
Norton L. Williams, M. D. 
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MINUTES OF THE HOUSE OF DELEGATES 
of the 
SOUTH CAROLINA MEDICAL ASSOCIATION 
Special Meeting 
Sunday, November 11, 1956, 1:00 P. M. 
Jefferson Hotel, Columbia, S. C. 


Presiding—William H. Prioleau, M. D., President 

THE CHAIR: Gentlemen, if you will be seated we 
shall try to get through rather quickly. 

Do you mind, Dr. Weston, acting as Secretary, in 
the absence of Dr. Wilson. 

This is a special meeting of the House of Delegatcs 
called for two purposes, 

1. To consider raising the dues of the associaticn, 
and 

2. To consider the entering into a contract between 
the State Association and the Federal Government fcr 
the care of the dependents of the Uniform Services. 

Is Dr. Howard Stokes in the house? He is not here. 
We had in mind that it might be better to take them 
up—first the raising of the dues, but Dr. Stokes, the 
treasurer, is not here, so probably that had better be 
deferred for the second order of business. 

Delegates, only, and alternates, naturally, serving 
have the privilege of the floor and the privilege of 
voting, except when others are present who have in- 
formation and they can be called upon for that in- 
formation and we will naturally be glad to have it. 

The first order of business then is the entering into 
the contract with the Federal Government for the care 


of the dependents of the Uniformed Services and we 
shall ask Dr. Cain, Chairman of Council, if he will 
present that subject for you and then it will be opened 


for discussion. 

DR. JOS. CAIN: Mr. President, members of the 
House of Delegates, first I would like to make a few 
introductory remarks as to just what Medicare is. 
Medicare is a process by which dependents of mem- 
bers of the armed forces can receive medical care 
either in civilian facilities or in government facil- 
ities. It was passed by the Last Congress and goes into 
effect on December 7th, that is the reason for our 
call meeting in hopes that we can attend to our part 
of it in time for our society to participate in the pro- 
gram when it goes into effect. 

Now, I know that all of us, one time or another, 
have been confronted with the problem of taking care 
of dependents of service men. Sometimes it is very 
hard for them to get the care they need and have the 
bill paid. It is something that not only our association 
but associations all over the country have run up with 
from time to time and in this program the Congress, 
in its hearings before the law was passed and in its 
preparation for the administration of the law after it 
was passed has been in close contact with the Ameri- 
can Medical Association and we, as doctors, therefore 
have had a large part in bringing the program up in 
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its present form. 

Now, this is not an all-inclusive program, it is a 
limited program and it is our purpose today to give 
you as much information as we can concernng it; 
tell you what our association will be called upon to 
do in order to implement it; and then ask you to 
pass on certain recommendations which the council 
has already formulated at a meeting held Wednesday 
of this week. 

Approximately forty (40% ) percent of servicemen’s 
dependents were not getting proper medical care prior 
to the time when this is to go into effect, and the 
sixty (60% ) percent who were getting medical care 
were getting it at the Government hospitals, which 
meant that so far as the civilian doctors were con- 
cerned that a certain number of doctors were being 
called into the armed services to care for this 60% 
of servicemen’s dependents rather than being allowed 
to continue their private practice. That is one of the 
reasons for so many more doctors being called into 
the service. Thereby, when this program goes into 
effect, we have a right to expect that at least some of 
the patient load that military. doctors do handle will 
be lessened and fewer doctors will be called. That, 
of course, would be an indirect benefit and it is not 
mentioned in this particular program. 

I would like to read to you a resume of the Medi- 
care program. (reading resume ) 

This report covers the basic points of the program. 
Now, as you see then, it will be up to us first to 
decide whether or not we want to go along with the 
program, to approve the program in form as we have 
read it here, and to approve the contract between 
the Medical Association and the Government, as will 
be given to you by Mr. Meadors in a few minutes; 
to choose a fiscal agent, who will deal but we can 
bill for our services and who can pay us and in return 
bill the Government; to set up a grievance committee, 
a mediation committee to settle all disputes; and to 
appoint a negotiating team to meet with the Govern- 
ment representatives in Washington on next Wednes- 
day and to authorize this team to negotiate and sign 
for the Association. 

Now, those are the things we are going to be 
called upon to do today. Now, after the discussion, 
which will include Mr. Meadors talk on the contract, 
itself, and Dr. Siegling’s interpretation of the fee sched- 
ule, then I will have certain recommendations to offer 
you, as the House of Delegates, which were passed by 
the Council last week. 

THE CHAIR: Thank you, Dr. Cain. Mr. Meadors. 
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MR. M. L. MEADORS: 


mimeographed this sheet for you so that you could 


sentlemen, we have 


follow it a little, if you like, and you can take it home 
with you, too. This is not the contract, itself, this is 
an outline of the proposed contract. The contract 
itself is some 17 or 18 pages which was read in detail 


to council on Wednesday afternoon and which they 


considered. Now, we have abbreviated it and this out- 
line has in it all the essential parts which concern 
the medical profession. 

(Mr. Meadors read the mimeographed abbreviated 
contract—3 pages ) 

through words in Article 26, “financial loss because 
of the contract.” 

Now, you will note that there is a gap between the 
discussion up there of Article 10 and Article 24. These 
articles all refer to certain uniform provisions which 
are mandatory to be included in all government con- 
tracts, whether they relate to medical care, the con- 
struction of a power dam, or the purchase of supplies 
for one department or the other. For that reason they 
are in there. They are the usual things that you read 
about in the paper and they have to be included, 
whether or no. I have referred once or twice to a new 
draft to the contract,—this was the thing, the last one 
that was sent to us and we found a few days ago 
that there had been some remodeling of the contract, 
and I received this draft of it this morning. In the 
final draft those particular paragraphs, which we have 
left out of this, are taken from the contract and are 
included in an addendum at the end of the contract. 
But what I have read to you, what you have in your 
hand contains actually the substance of virtually all 
of the real provisions in the contract as they relate 
to the obligations between the Government and the 
Medical Association. 

THE CHAIR: Thank you, Mr. Meadors. 

Dr. Siegling, will you kindly present the Surgical 
Schedule and Fees. 

DR. JOHN A. SIEGLING: Mr. President and 
gentlemen, the group asked to go into the question of 
surgical schedule and fees at first considered the 
possibility of going through the thousands of items in 
any of these schedules to discover what might be a 
proper charge for every procedure. In our study we 
found that there is in existence, (and this particular 
thing which is in existence has a great deal of weight 
in this country and in the Government, I believe, and 
I believe increasingly so,) a schedule of relative values 
put out by the California State Medical Association. 

The California Medical Association in 1952 ap- 
pointed a committee to study fees and work out a fee 
schedule because of the existing chaos in local county 
medical societies and in insurance schedules of fees 
and that particular group very quickly came _ to 
the belief that they could work better with what 
they called a relative value schedule than with a fee 
schedule. They found for example that whereas in 
Sacramento an appendectomy might be $150, in San 
Diego it might be $100 and in some other city it 


might be $300; and similarly if there was some other 
procedure they found that in one area of the state 
there was one charge and in another quite another 
charge, but they gathered information from over 5000 
physicians in California, who answered questionnaires 
to the point where they put them through an IBM 
tabulating machine and came up with the fact that, 
and there was a very close correlation of this, that 
whereas a fee might be one thing in Northern Cali- 
fornia it was quite another in some other part of the 
State but that wherever they varied, the relative fees 
in that area were relatively the same. In other words, 
in their judgment in one area if an appendectomy 
was worth so much then a cesarean section or a trans- 
plant of a muscle of the eye on a relative schedule 
those procedures in the different areas bore a certain 
relation to each other, so that with the aid of actuaries 
and at great expense they came up with a schedule 
which gives relative values, not fees, and in no way is 
their schedule a fee schedule. They felt that by taking 
any one or several of these procedures in one area it 
was possible to put that against the relative value 
schedule and come up with a relative fee for everything 
in the book. So that, as far as this book is concerned 
then, it is as nearly complete as California and its 5000 
physicians could make it. It was accepted in February 
1956 as more or less the Bible as far as the relation- 
ship of one value of one procedure compared to 
another. That unit value can be translated into dol- 
lars but as a unit value showing what they feel one 
medical or surgical procedure is worth when com- 
pared with another, in units. 

Now, then, it was utterly impossible for this group, 
or even our committee, virtually, to discover or to de- 
cide about individual fees in each instance. So what 
I want to discuss with you, in so far as this report 
is concerned, is the fact that here is a relative fee 
schedule; we can bring you certain representative fees 
and show you how it works in the relative tee sched- 
ule. I have recorded in the books, under the relative 
value, some 2,500 different fees in both books item- 
ized so that I could tell you what any fee is in almost 
any category. But we have got certain representative 
fees to let you know how they are arrived at and what 
they amount to under the relative value schedule. 

First of all I might say that it has been brought 
to the attention of the committee that the people we 
are dealing with, their incomes can be broken down 
in this way: that of all military dependents 63% have 
income under $3,300.00; and if you take another 
category, 82% of these people are under an income 
of $4,300.00 and the other 18%, if you take the above 
and the below separately, now, 82% under $4,300.00; 
18% more or less than $7,000.00. Of course, the 
18% includes the majors and the colonels and then 
probably some are above the $7,000. But you can 
see what a high percentage is represented here in 
those figures. I can’t answer, many of you can, who 
were in military service, the prerequisites and emolu- 
ments that go with being in the military, and what 
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other things these people have in addition to this 
base pay income. 

The objective of the California Association 
was first of all to give a uniform nomenclature, and 
I might say the Government contract in which your 
group has to fit in, with a fee schedule, in each in- 
stance virtually conforms absolutely to the hospitalized 
conditions which are treatable in any medical sched- 
ule, so that it gives then a uniform nomenclature, a 
standardization of code, and there is a code number 
attached to each one and in the schedule the code 
number has a meaning and out of the schedule the 
code number can be referred to and it only means 
that particular one thing. The “relative value” again 
is not a fee schedule but the relationship of one 
medical treatment or surgery or other treatment com- 
pared with another, and it is the basic idea that on 
the relationship of one to the other this whole sched- 
ule is equitable. Then you correct segmentation, that 
is, in this schedule you have to take medicine, surgery, 
radiology and laboratory and pathology separately, 
and they are considered separately throughout the 
schedule. 

Now, to arrive at a fee out of a relative value 
schedule, I really have here two fee schedules which 
I will show you and I think it might be wise to con- 
sider one, the upper limit and one, perhaps, the lower 
limit that your delegates might take to the Govern- 
ment with some authority as to negotiation in between 
these two. Now, this, then is a schedule which we 
consider as a sort of upper limit schedule, so far as 
your consideration is concerned. The hospital visit 
then is the basic fee in the schedule which we con- 
sidered at $5.00 The code number in this relative 
value schedule is one (1) unit. 5 divided by 1 gives 
what is called a conversion factor of 5. The relative 
value number, that is the number which is given in 
this schedule multiplied by the conversion factor gives 
the dollar value of every other medical service men- 
tioned in this book and I reiterate that that is based 
on those physicians’ in California idea of what one 
medical part of treatment is worth when compared 
over-all with another. 

Now, taking that idea through this schedule then, 
briefly, as examples, “Prolonged hospitalization, over 
one month—presumably under one month is on the 
basis of the $5.00 visit throughout the month; and 
over one month and for a sort of institutionalization, 
over one month the relative value comes out to $60 
for medical supervision over a period of over one 
month, and beyond that. 


Hospital care of a premature; according to this 
schedule, the first week is $50, the second is $25 and 
in each instance the unit value of this schedule is 
multiplied by what is called the conversion factor 
which was arrived at by the division of the units here 
and the standard fee which you might choose as 
representative of the fees in an area. 


Consultation for a given system, not requiring com- 
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plete examination $15.00, consultation requiring com- 
plete examination, $35.00. 

Now, in surgery, this is the top schedule, I shall 
show you in the other (and under surgery I have not 
listed appendectomy here,) which I will tell you, but 
the top schedule in any fee in the entire manual, there 
are some procedures like pneumonectomy and gas- 
trectomy, and a few of the others which require a 
great deal and protracted post operative care, all of 
which is inclusive, and any surgical assistants, who 
are utilized in the procedure are included in this sort 
of procedure; this is an over-all inclusive, however 
long treatment it is. So if you divide the unit figure 
in the book into 450 you come to a conversion factor 
of 4.50; using the conversion factor of 4.50 and 
multiplying it by the unit value in this book you come 
for a biopsy of breast 10 units—$45, a radical breast 
60 times 4.50—$270; Colles’ fracture 15 times 4.50, 
$67.50; Aspiration of a knee, 2 times 4.50, $9.00; ton- 
sils, $67.50. 

And here are some other figures for comparison, 
and mind you on a basis of the fact that this can be 
considered throughout the manual as relative, one 
fee with another, you can have some idea of what 
the other fees would be in this overall schedule. All 
it needs to do in the entire schedule is to multiply 4.50 
by the unit figure given in the California schedule and 
you come up with your fee, which is a relative fee 
then under this schedule. 

Now, under obstetrics, which according to the 
schedule is pre- and post-operative, pre- and post-care, 
using the 4.5 of surgery under the relative value of 
this schedule which gives the relative value in units 
of this particular care as 30 as compared to the other 
things, for instance a section which is 50, you come 
up with this value of $135 for delivery and care; and 
a section of $225. 

Under anesthesia, you are using the same con- 
version factor, the first half hour is 4 units times 4.50 
or $18.00 and the third and fourth quarter hour or 
fraction thereof $6.75. 

Under pathology, using as a basis a complete blood 
count, being $5 the conversion factor which is arrived 
at is 5 multiplied by the unit number, for instance in 
a routine spinal fluid, it is 2 gives $10; the routine 
urinalysis .4, and it is broken down even to tenths of 
a point in this schedule, $2.00. 

Under radiology, using as a basis for the computa- 
tion a fee of $15 for a routine AP and lateral lumbo- 
sacral spine the code number is 7.210 and the unit 
number then arrived at, the conversion factor is 5 
and if you multiply it out you will come to those 
figures as the fee schedule; and any other units in 
the whole schedule can be multiplied by 5 on a rela- 
tive basis and come up with what at least is considered 
by this group of people as the relative value of one 
procedure as compared with another. 

Incidentally under that schedule an appendectomy 
comes to $157.50. 

Now, the other schedule is based on a hospital 
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visit charge of $4.00. The Code number is 002 and 
the relative value is one (1), so you come up with the 
conversion factor of (1). And using this conversion 
factor of one (1) you come up with this set of figures: 


Prolonged hospitalization over one month—$48; 
hospital care of a premature; consultation for given 
symptoms; and complete examination. 


Surgery is based here on an appendectomy charge 
of $140. In other words, we used as an over-all basis 
for the entire schedule a figure that an appendectomy 
is worth $140. Now, if an appendectomy is an over- 
all charge of $140.00 you come up with a conversion 
factor of four (4) and if you multiply that through 
the schedule you come up with this set of figures all 
relatively comparative one with another throughout 


the schedule. 


There are other figures on the basis of a schedule 
using a conversion factor of 4 for medicine. 


Now, I want to reiterate and emphasize the fact 
that I believe that this, as I see it, will have to be an 
all-inclusive acceptance sort of thing that we could 
spend all afternoon or a year figuring out what any 
fee might be in relationship to any other one that we 
might decide upon if we figured on the fees alone, 
but having then a relative value schedule, taken in 
context for what it is worth, one procedure being 
carefully analyzed and rated according to the other, it 
is possible then, not taking any of it out of the con- 
text to multiply these figures out and come out with 
a fee schedule which is relatively equal throughout. 


Now, as I say I have entire figures in these books 
which represent the contractural sort of books for the 
Government, giving what it amounts to in any single 
procedure; you multiply it out through the conversion 
factor. But the whole problem as I see it hinges 
around a relative fee schedule which is considered 
equitable for one procedure in medicine as compared 
with another and no one then considered out of con- 
text with any other. 


THE CHAIR: Thank you, Dr. Siegling. The sub- 
ject has been presented to you more or less in full. 
Rather than open it to a general discussion at the 
present time it would probably be better to follow 
the recommendations of council in considering the 
subject. 

Several days ago Council considered it in detail and 
has made recommendations which will be presented 
in an orderly manner and we will limit the discussion 
to the particular phase of the subject which is being 
presented. Dr. Cain. 

DR. CAIN: Mr. President, the first recommendation 
of council is that the Medicare plan and the Medicare 


contract be approved by our association in form, as 
it has been presented, and I so move. 


THE CHAIR: Is there a second to that motion, 
that in form the Medicare contract or program as 


presented be approved by the House of Delegates for 
the State Association? Is there a second. It is seconded 


by Dr. Black. 


Now, this is open for discussion. If there is no dis- 
cussion. 

DR. THOMAS G. GOLDSMITH (Recognized by 
the Chair) 

Probably some of you don’t know but there have 
been three states which refused to accept a set fee 
schedule or one similar to what Dr. Siegling has just 
outlined, and they have accepted one on the prevail- 
ing fee of the locality. Indiana is one of the states. 
In October they had their State annual meeting and 
they have refused to accept any set fee schedule. 
Now, that doesn’t mean they won't treat the patients, 
they are not striking against the patient as far as that 
is concerned, but in Indianapolis, there would be one 
fee and in Anderson, Indiana or Fort Wayne, there 
would be a different fee schedule. And as I under- 
stand it the Government has accepted that and 


THE CHAIR: Dr. Goldsmith 


DR. GOLDSMITH (Continuing) so it seems to me 
that it might be the better part of wisdom that if we 
could act on the same principle in South Carolina, 
instead of saying somebody in some little small town 
would get the same fee that they would in a larger 
town. 


THE CHAIR: It may be better to let the discussion 
go under the head of the fee schedule unless you. are 
stating that as opposing in principle the acceptance. 


DR. GOLDSMITH: That is my point, I am op- 
posed in principle to us accepting something that we 
don’t know too much about. 


THE CHAIR: All right, sir, any further discussion 
as regards accepting in principle this program? 


DR. CAIN (Recognized): Mr. President, I would 
like to discuss it one minute. I would like to call your 
attention to the fact our motion asks merely for 
acceptance of the program by our medical association. 
If you will note Mr. Meadors discussion of the con- 
tract, this contract can be renegotiated at any time 
and our reason for asking you to accept it now is so 
that we might show our spirit of cooperation in getting 
this plan worked out so that it can go into effect on 
December 7th. We don’t have much time, we have 
been limited in our time as to the different schedules 
and things that we could recommend, but we have 
done the best we can and we think we have done a 
pretty good job with it. However, if you feel different- 
ly, I would like to ask you to approve the plan so that 
we can get it into effect and leave further negotiations 
for a later date, when we see how we are going to 
work out to start with. 


THE CHAIR: Dr. Thomas is recognized. 


DR. THOMAS: I stand here among you men, Mr. 
President and fellow members as a young doctor. I 
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am sure wiser heads than mine have acted in council 
and felt it was well to recommend this plan to us. In 
glancing over this three page outline I see “Govern- 
ment” seventeen (17) times, unless I missed it some. 
I am sure that you notice in the recent election that 
a good many South Carolinians thought well of voting 
Independent, and I can not see that we are serving 
the - interest of all concerned to enter into this 
contract and I would at least like to voice my opinion 
that certainly on the face of what I see I could not 
vote for it. I certainly think we should cooperate but 
possibly I have not been sufficiently informed but for 
one, I see this as one method of Government coming 
into Medicine and I certainly shall always fight that. 


THE CHAIR: Any further discussion? (There was 
a call for the question) The Chair recognized Dr. 
Julian Price. 


DR. JULIAN PRICE: Perhaps a word with regard 
to what the A.M.A. has had to do with this would be 
of some value to some of you who don’t know. For 
sometime the Armed Forces have felt that dependents 
should receive medical care at the expense of the 
Government. The A.M.A. never took any stand on 
this, as to whether they should or should not, they 
did say, however, that if dependents were given care 
it should be done by the doctors back home, and when 
the bill came up before Congress representatives from 
A.M.A. sat in with committees and helped work out 
the Bill which was finally approved. And then, as we 
all know, it isn’t just the Bill but it is the set of blue 
prints by which the bill is carried out that is important. 
The Department of Defense called on the A.M.A. and 
asked if they would work with them very carefully in 
setting up the blue print. Several weeks ago repre- 
sentatives from every state medical association were 
called into Chicago and there for two days they sat 
down with representatives of the Department of De- 
fense and Members of the Armed Services to work out 
the plans. Subsequently a task force of the A.M.A., 
headed by Dr. Hugh Hussey, of Washington, has met 
time and again with representatives of the Department 
of Defense. The contract which Mr. Meadors read a 
while ago was not the original contract, it is the 9th 
revision of the contract. I am just bringing this out to 
let you know that the A.M.A. has been working on 
this from the start on the principle that if care is given 
to the dependents of the Armed Forces it should be 
done by doctors back home, the plan should be ad- 
ministered by the doctors back home and that is 
exactly what this contract calls for. It calls for it to 
be administered by the agent we choose ourselves and 
if we choose Blue Cross that is our own agent. And 
the doctors through their own state association are 
helping to control it. And, so far as I know, this is the 
only time in which our state medical association has 
been recognized by the Federal Government. 

THE CHAIR: Thank you Dr. Price. 

Dr. Clyde F. Bowie is recognized. 

DR. CLYDE F. BOWIE (Anderson): I think as 
far as the basic schedule that is placed before the 
Board, it looks certainly fair as far as fees that we 
have in Anderson are concerned. I do think we should 
not rush into any set fee schedule for the simple fact 
that I think this thing is a basis for what is to come in 
the future. It is the armed service and their depend- 
ents now, next year it may be public health people, the 
public welfare people, and any other group of people. 
So, I think the schedule set at this time would prob- 
ably be the pilot plan for what other Government 
medicine we go into and I think it looks like we are 
going into more. I think we should give very serious 
consideration and not accept anything for just the 
time being, at all. 

THE CHAIR: Thank you. I don’t know that it per- 
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tains to this part of the discussion but we have as our 
uest Mr. Sandow of Blue Shield and Mr. Deck, I 
elieve it is of Blue Cross, and over lapping Blue 
Shield, should they have information which would be 
of value to us, we may call upon them. 

Please limit the discussion to the acceptance of this 
in principle, and any questions as regards the fee 
schedule, please let’s defer that until the time. Is there 
any further discussion of this? 

Dr. Evatt of Charleston is recognized. 


DR. CLAY W. EVATT: Those of us who practice 
medicine, where we have these military centers, we 
are constantly treating service men and their depend- 
ents and those fellows, and as I understand it, the 
Government is supposed to take care of, soldiers and 
sailors and their families, yet in our area they are 
physically unable to do that and that throws a lot of 
the burden on the civilian doctors. And for my part 
I would much rather get some of that money that I 
see pictured up there, than what I am doing now for 
almost nothing. (laughter) I also feel, I may be 
wrong, this is just me, but I feel that the country 
should take care of the soldiers and their wives, while 
they are in service. Now, that is my own thought and 
my own everyday experience. I would be a darn sight 
glad to get a whole lot less than what I see up there 
because that is a whole lot more than I am getting. 
(laughter ) 


THE CHAIR: Is there any further discussion? If 
not, are you ready for the question of accepting the 
program in prinicple. 

(The vote was taken—there were a few “noes”. ) 

The ayes have it unless there is any objection, and 
it is so ordered. 

The next recommendation of Council, Dr. Cain. 


DR. J. CAIN: The next recommendation of Council 
is that Blue Shield of South Carolina be designated 
as the fiscal agent for the South Carolina Medical 
Association. I so move, Mr. President. 


THE CHAIR: It is moved, is there a second to that 
motion. 

(It was seconded ) 

Mr. Sandow, here from Blue Shield, states that he 
is in a position to state that Blue Shield will very 
gladly act as fiscal agent; they would like the op- 
portunity of doing so for in addition they think it 
would throw Blue Shield into much closer relations 
with the physicians of the state and all could work 
together to better advantage. 

Now, if there are any questions in regards to this, 
Mr. Sandow is here to answer them from a Blue 
Shield business standpoint. 

This question is open for discussion—that Blue 
Shield be appointed as the fiscal agent for the State 
Association in this program. Any discussion? If not— 
Dr. Goldsmith is recognized. 


DR. T. G. GOLDSMITH: I hate to be rising all 
the time, but I just want to throw out one little 
thought there. I don’t oppose Blue Shield and Blue 
Cross being our agent but it makes no difference 
what agent acts as the intermediary, it is only a matter 
of a few years until the Government is going to say 
we are going to have to have representation on your 
Board. It is the Trojan Horse in the socialized medi- 
cine. Now, any agent, I don’t care whether it is a 
private insurance company or Blue Cross or Blue 
Shield, in a few more years they will see that there 
is Government representation on their board. 


THE CHAIR: May I point out, I think that might 
be explained better, possibly, by Mr. Sandow, if he 
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and it is not taking on the insurance. That is correct, 
it is acting only as fiscal agent. It is not the same as 
the Blue Shield program in which most of us partici- 
pate. 

Is there any further discussion on this point? If not, 
those in favor of appointing Blue Shield as the fiscal 
agent for this program say “aye”. (There were no 
negative votes) The ayes have it and it is so ordered. 

Dr. Cain, the next recommendation. 

DR. CAIN: The next recommendation is that our 
present Mediation Committee be designated as the 
committee to handle all complaints which arise out 
of this program so far as the South Carolina Medical 
Association is concerned. 

THE CHAIR: Is there a second to this motion? (It 
was seconded ) Is there any discussion of this Motion, 
that is, that the Mediation Committee of the State 
Association be appointed to act as the Mediation Com- 
mittee for this program. 

Is there any discussion? 

(From the Floor) Is this an appointed committee or 
is it elected? 

THE CHAIR: This committee is elected by the 
House of Delegates. 

Dr. Goldsmith is recognized. 

DR. T. G. GOLDSMITH: Mr. President, I hate to 
rise again, I happen to be a member of that committee 
and we are to handle discrepancies and disputes be- 
tween our patients and doctors in the State Medical 
Association and I think a separate committee ought 
to be appointed to handle anything that comes up 
between the Federal Government and the care of 
these people who come under Medicare. I don’t think 
the same Mediation Committee should be the one to 
handle it. 

THE CHAIR: Any further discussion? Dr. Lemon 
is recognized. 

DR. LEMON: It seems to me the wisest thing to do 
would be to have a Mediation Committee in each dis- 
trict, because the Councilor in each district is familiar 
with the local situation and knows most of the physi- 
cians in that district and if some problem comes up. 
for instance, if it involved me, I would rather deal 
with a committee of men in my district, where I would 
know the men I was dealing with, because a great 
many problems to start off with may come up under 
this plan, and I wouldn’t be in a position to run half- 
way across the state to meet with a mediation com- 
mittee to discuss my problem. 

THE CHAIR: Would Dr. Siegling be kind enough 
to point out the set-up of the Grievance Committee. 

DR. SIEGLING: The Grievance Committee is an 
elected Committee by your House of Delegates, with 
Dr. Roderick Macdonald as chairman. That com- 
mittee has mediation power between any complainant 
and/or any member of the Association. First of all, 
the composition of the Committee is that there is one 
appointee from each district. If mediation comes up 
in any ow district, for example, in Columbia, it is 
required that some other person, outside that district, 
act in connection with any investigation of the claim, 
than the person in the district. This, for the reason 
that there shall not be any question of one doctor in 
a society having to act or bring up a question against 
another doctor in a society. 

THE CHAIR: Is there any further discussion of 
this motion? If not, are you ready for the question? 
Those in favor say “Aye” (there were no negative 
votes cast) It is so ordered. 

Dr. Cain, your next recommendation. 


DR. CAIN: The next recommendation of Council 
is that the Fee Schedule as given us by Dr. Siegling 
be approved as the official fee schedule for the Asso- 





ciation. I so move, Mr. President. 

THE CHAIR: Which one. 

DR. CAIN: Well, as proposed by him, he proposed 
one was the upper and one was lower, you may dis- 
cuss that. 

THE CHAIR: The motion is that the Fee Schedule, 
which inasmuch as two fee schedules were proposed, 
the fee schedule as proposed or the method of setting 
a fee schedule, would that be satisfactory? The rela- 
tive value method, Dr. Cain? 

DR. CAIN: To clarify, I will recommend using the 
conversion factor of 4.5 rather than 4, I recommend 
the higher schedule. 

(From the Floor) That was five (5) wasn’t it? 

THE CHAIR: Recognizes Dr. Siegling. 

DR. SIEGLING: As I understand it from Mr. 
Meadors and the information he has, your committee 
who goes to Washington is going to be a negotiation 
committee. I don’t think it is a good idea to go up 
there with some impossibly high fee schedule in 
mind, really, because it just looks bad, I think. I 
really feel that maybe the first schedule I brought to 
your attention is high. On the other hand, I understand 
from Mr. Meadors that negotiating committees who 
have gone up there without any power or latitude to 
act in any way have had to just come home to start 
all over again. Is that right, Mr. Meadors? 

MR. MEADORS: Yes, in some cases. 

DR. SIEGLING: Mr. Meadors says in some in- 
stances, so I hesitate to recommend to you a definite 
positive fee schedule and it was my feeling that if 
you could empower your committee with any degree 
of negotiation ability that it would be possible for 
them to recommend an initial schedule, if under com- 
pulsion or if under apparent necessity or perhaps by 
reasons that might be adduced by the representatives 
up there to have the power to act within the confines 
of the schedules which I have presented to you, un- 
less you wish to accept one or the other of them. 

THE CHAIR: It may be well to ask Dr. Cain to 
restate the motion so that it can be changed, amended 
or whatever is necessary because with the motion at 
present, as posed, there is some doubt as to procedure. 

DR. CAIN: I would like the motion to stand and 
then be clarified in the discussion, a substitute motion 
or whatever they want. 

THE CHAIR: Dr. Gressette recognized. 

DR. JAMES H. GRESSETTE (Orangeburg): I 
would like to amend Dr. Cain’s motion to the effect 
or a substitute motion—a substitute motion that we 
empower our negotiation team to negotiate for the 
best fee that they can get, using their own judgment 
_—" 4 and 5. (This motion was seconded by sev- 
era 

THE CHAIR: A substitute motion is now open for 
discussion. 

The substitute motion is that the committee be 
empowered to negotiate to the best advantage, is that 
it Dr. Gressette? 

DR. GRESSETTE: Yes. 

THE CHAIR: Dr. Cone, recognized. 

DR. CONE: I would just like to ask a question, how 
does the fee schedule compare with fee schedules of 
other states, do they ask for more or less? Military 
personnel receive the same _ salary everywhere. 
Personally I think we ought to have a uniform sched- 
ule over the whole country, rather than this state 
getting this, and North Carolina getting that, and 
California getting this. It ought to be more uniform 
rather than actually each individual state figuring out 
its own fee schedule. 

THE CHAIR: Probably Mr. Meadors is in the best 
position to answer that question. 

MR. MEADORS: Mr. President, gentlemen, it 
would be impossible to make it uniform and _ in- 
advisable to go there with any apparent effort to do 
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so. These contracts are made with the separate asso- 
ciations and we must avoid,—we have been warned 
about that—any appearance of any collusion one asso- 
gy with the other and trying to make it all uni- 
orm. 

MR. MEADORS: In Tennessee they just concluded 
theirs the first of this week. The Tennessee delegation 
went up with no negotiating authority, they had a 
specific direct mandate from the House of Delegates, 
they could not negotiate. They finally got these 
through but with a warning from the Department of 
Defense that in all probability they would be scaled 
down because they considered them as rather high. 
Now, this information came from the same source. 
I didn’t get it from these states, I got it through the 
secretary of the Tennessee Association, that Indiana 
had a contract, Michigan and California. Now, I con- 
fess that last one sounds very strange to me that 
California would be that low. North Carolina went up 
the other day—well first let me tell you this, Florida 
went with the effort to get a higher figure but they 
came down. 

THE CHAIR: Dr. Edwards of Anderson, is recog- 
nized. 

DR. EDWARDS: I would like to just ask one 
question whether anybody in the state Society of 
Anesthesiology was contacted during the determina- 
tion of the fees for anesthesia or were these fees de- 
termined by a surgeon? 

THE CHAIR: Dr. Siegling will answer that. 

DR. SIEGLING: These fees were determined by a 
committee, and I don’t think anybody in any organiza- 
tion was particularly contacted, but the committee 
worked out the fee schedule. We worked it out 
according to those relative values placed in this 
schedule and anesthesia, may I say, was under the 
surgical schedule and, therefore, in the relative value 
schedule the same conversion factor is used. 

THE CHAIR: Dr. James Wilson recognized. 

DR. JAMES WILSON: Is it in order now to discuss 
the relative value section or is this merely for a basic 
unit value? 

THE CHAIR: The discussion may as well be open, 
now, it is going to be hard to stop Dr. James Wilson. 

DR. JAMES WILSON: I represent eleven men in 
Charleston who do a considerable portion of obstetrics, 
three of them general practitioners, eight of them 
specialists, and all of them feel very strongly that on 
the basis of the unit system that the fee for the relative 
value of prenatal care, delivery and postnatal care 
is rather grossly unfair as regards an appendectomy 
as Unit 1, and total obstetric care as less than 1 unit. 
I was instructed by them to present a rather vigorous 
protest of the acceptance of such a relative schedule. 

THE CHAIR: Dr. Wilson is speaking as an alter- 
nate delegate from Charleston County and_ the 
Charleston County secretary tried to see that the dele- 
gates represented the various specialties to their best 
advantage. 

Any further discussion? 

Dr. Cheatham was recognized. 

DR. M. WHITFIELD CHEATHAM: (Columbia) 
I would like for Dr. Cain to clarify the status of the 
general practitioner. I don’t see anything up there to 
protect the general practitioner. I go to see one of 
these people at 2:00 o’clock at night and go back the 
next morning and I determine they have got an acute 
appendix and turn him over to the surgeon where do 
I come in there? 

THE CHAIR: Possibly that 
answered by Dr. Cain. 

DR. CAIN: I told you in the beginning, Dr. 
Cheatham, that this is not an all coverage program, 
for this takes care of hospitalization and me ical and 
surgical care in the hospital. I told you that to start 
off with, and I am sorry I can’t find it either, I have 
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been looking, it is just not there. slouten) 

DR. CHEATHAM: I am against it if it doesn’t pro- 
tect the general practitioner. 

THE CHAIR: Dr. Cathcart Smith of Conway, 
recognized. 

DR. CATHCART SMITH (Conway): I am not 
clear about this $5.00 a visit, does that have a limit 
to the number of visits per week or is it one or two 
hospital visits a day—I would like that clarified. 

THE CHAIR: Possibly Dr. Siegling is in a better 
position to answer direct questions of this nature. 

DR. SIEGLING: As far as $5 a visit is concerned, 
that is the hospital charge per day. The only limita- 
tion I see on the $5 a hospital visit is that up to thirty 
(30) days, if you have a patient who requires your 
care each day, you would get $5 a day for your visits, 
or $5 for your visit. Over thirty days the conversion 
factor came out to, I think it was $60.00 a month for 
over thirty days. As far as I know it doesn’t require 
you to visit every day. 

A DELEGATE: I would like to say one more 
thing, Mr. Meadors brought out, we are still free and 
independent private practitioners of medicine. He 
said the Government had had trouble with Tennessee 
and told them they were going to scale them down 
because they came up with too high a schedule fee. 
Well I think that is going to be true all along, the 
Government is going to continue to scale us down 
from time to time, however, I think that we should 
maintain our independence just as long as is possible 
under the Government to do so. I think that our com- 
mittee should be instructed, as a motion was called 
for between the two schedules of fees and if they can’t 
arrive at a satisfactory answer there then put it back 
on a local level entirely as they have in Indiana. You 
all remember that the Government wants us to work 
for them and we are not particularly anxious to work 
for the Government. 

THE CHAIR: May we ask if it is on the local level 
in Indiana or is the dealing only on the State basis, I 
wasn't aware. Mr. Meadors recognized. 

MR. MEADORS: My information has not indicated, 
Dr. Prioleau, that it was on the local level. I hadn’t 
heard that report that Dr. Goldsmith mentioned. 

THE CHAIR: Dr. Goldsmith, recognized, excuse 
me. 

DR. GOLDSMITH: In Chicago last month I talked 
to a number of doctors from Indiana and they had 
just completed their state meeting at Indianapolis and 
they did not accept a fee schedule to cover the whole 
state, it is different in each locality and on the pre- 
vailing fee charged in that locality. Now, I don’t 
know what it is but that is the way it is. 

THE CHAIR: It has been accepted. 

DR. GOLDSMITH: That is correct. That is what 
Dr. Donges told me. 

THE CHAIR: I understand. 

Dr. Poole, recognized. 

DR. EVERETT B. POOLE (Greenville): I am 
requesting clarification of what we are discussing. I 
gather that we are discussing the subject of the motion 
but it did not specifically state, in my hearing, that 
such motion recommended or empowered our 
negotiating committee to use the scale of relative 
value system as a basis for such negotiation. Am I 
correct? 

THE CHAIR: That was implied; as read it was a 
relative value method of arriving at a fee schedule; it 
was a relative value that would be considered, is that 
correct, Dr. Gressette? 

DR. SIEGLING: The only help I can see is that 
the break—on the admission of the patient to the 
hospital is that he is going to have to pay the first 
$25.00 of his admission cost, and you can’t just admit 
him for one day and have him pay $25, for that is 
what it will cost him; that is the minimum amount 
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that any hospitalized patient is going to pay, a mini- 
mum of $25 or $1.75 a day, for however many days 
he is there. 

DR. CONE: Then I think it should be made clear 
to the patient by the military personnel that they 
will have to pay because many don’t believe that now. 
They believe they - going to be able to come into 
your office and the Government is going to pay for 
the office visit. 

THE CHAIR: Dr. Smith recognized. 

DR. SMITH: I would just like to reiterate what Dr. 
Siegling said, this is not a plan to take care of the pa- 
tient in the office in any way whatsoever, any more 
than Blue Cross or any insurance company. Most of 
them plan to take care of patients in the office, but 
this is a hospital care plan purely, and when they go 
to the hospital they have to pay $1.75 a day or $25.00 
whichever is the greater amount, and that is where 
the break comes in on it. 

THE CHAIR: Dr. Garrison, of Johnston, recognized. 

DR. J. SAM GARRISON: It seems a good deal of 
this discussion is not germane. I would like to ask if 
this committee that is going to represent us on 
Wednesday, has this committee already been chosen? 

THE CHAIR: No, the committee has not been 
chosen, the council has made recommendations and 
the actual appointment of this committee is the busi- 
ness of this House of Delegates. I can not answer 
whether or not the officers have to sign the contract 
legally. As I understand it there can be a negotiating 
committee and the officers I think have to legally 
sign. 

“DR. GARRISON: It seems to me that we ought to 
give this committee plenty of leeway, I know they are 
going to look after all of our best interests. My feeling 
is that we should give them enough leeway to negoti- 


ite. 

THE CHAIR: Any further discussion? 

A DELEGATE: I am vitally interested in anesthe- 
sia, and I would like to know whether there was any 
possibility of negotiating with this committee — 
they go to Washington and negotiate with the Gov- 
ernment. I feel that the anesthesiologists of the state 
have not had a chance, and I don’t know who sets 
these fees, but I feel like the obstetricians, that we 
ought to have an opportunity to express ourselves. 

THE CHAIR: The chair can take the liberty of 
answering that one. When the committee is appointed 
it will welcome suggestions such as that. 

A DELEGATE: I do know the American Society 
of Anesthesiologists has a committee now working on 
this same problem relative to the fee schedule and 
they are going to try to negotiate with the Government 
as an organization rather than on the state level. 

THE CHAIR: This committee, we feel quite certain 
will welcome any suggestions within the latitude of 
the actions of this body, as regards its powers. Now, 
Dr. Cain, recognized. 

DR. CAIN: In answer ox a partial answer to one 
question a while ago, I would like to read the answer 
to that question that was given to the meeting of 
state association representatives whe nn thevefirst dis- 
cussed this with Capt. Noel of the Navy who was the 
representative of the War Department at the first 
meeting held at the Palmer House in Chicago in 
July. At that time someone asked the question— 
“What is the reason for the statement that dependents 
shall receive civilian medical care equal to that in 
service facilities, but no out-patient care is given? It 
seems to me that hospitalization requirement will in- 
crease the cost of the dependent care program.” That 
was the question, in line with one that was asked a 
minute ago. Now, the answer was “Although this 
promise was stated at one time it should be remem- 
bered that Public Law 569 is a compromise between 
the house and senate versions. The senate seemed 





concerned about the potential cost of the program, 
also it was felt by the DOD Task Group that civilian 
medical care should be limited and well defined at 
the outset, so that it might be broadened later after 
costs become better known.” It was explained this 
would be easier to broaden the program later, and to 
attempt to limit it at this time. 

THE CHAIR: That is as far as we will get on that 
point. Is there any further discussion? Dr. Smith. 

DR. SMITH: I would like to ask this committee, 
whoever they may be, to give some consideration “ 
trying to work out some schedule, if they could, 
the difference in fees that are obtained by orale 
and fees that are obtained by non-surgical medical 
personnel, for the care of various illnesses. For in- 
stance the surgeon may take out a perfectly normal 
appendix, and get $150.00 for it, but a general prac- 
titioner or internist may work very long hours and 
at great cost to himself, physically, over a severe 
coronary occlusion and only get $5.00 a day out of 
it and I don’t know how that could be worked out, 
but as an internist that has always seemed to me a 
little bit unjustifiable. 

THE CHAIR: Recognizes Dr. Snyder. 

DR. SNYDER: I have talked with a number of 
obstetricians and gynecologists over the state concern- 
ing the fee schedule of obstetrics and gynecology and 
there seems to be a little discrepancy as to the type 
and clarification we would like to get on the various 
complications that might arise, and I would like to 
clarify a cesarean section, the price of a cesarean 
section was, let’s say, $200, does that include prenatal 
care? 

THE CHAIR: You wish an answer to that? 

DR. SNYDER: Yes, sir, I would like to get these 
answered. 

THE CHAIR: If you can, answer that Dr. Sieg- 
ling. Some of these questions I don’t think can be 
answered so readily. Go ahead with another question 
while that is being looked up. 

DR. SNYDER: The other is, this obstetrical fee, is 
that based on normal and complicated cases, or is 
there any compensation for complicated cases? 

THE CHAIR: State them all, if you don’t mind. 
maybe Dr. Siegling will attempt to answer them all 
in general, if not individually. 

DR. SIEGLING: I believe this, that under this 
schedule, as nearly as I know it, if you treated a case 
on a basis of full obstetrical care and if you gave pre- 
partum care and then did a cesarean, then your 
charge would be for the cesarean including the care 
you had given, and the post operative care. 

And, as far as complications are concerned, there 
is a whole group of procedures here—“office visit 
over and above routine office visits,’ which has a 
different conversion factor and value than the routine. 
“Prolonged detention with a patient in critical con- 
dition, per hour.” “Hospital visit, necessitating pro- 
fessional care over and above routine hospital visit. 
This schedule is pretty inclusive, as you will see, to 
handle things of that sort. Does that answer your 
question? 

DR. SNYDER: I am not still clear on the cesarean 
section case. If a person has been giving prenatal 
care to an individual and comes into the hospital, let’s 
say has been cared for by one of our general prac- 
titioners, and comes in and we are called in as a 
consultant, do we charge the $200 and get it and 
then he, the general practitioner or whoever has been 
taking care of the patient paid a prorata fee? 

THE CHAIR: Dr. Siegling, I think has an answer 
for you, doctor. 

DR. SIEGLING: I can’t answer it completely, ex- 
cept there is one statement in this contract that when 
two physicians are involved in the management of a 
surgical case by prior agreement the total fee may be 
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apportioned in relation to the responsibility and work 
done, and the patient is made aware of the fee dis- 
tribution according to medical ethics. Two physicians 
may not be paid for attendance on the same case at 
the same time except where it is warranted by the 
necessity of supplementary skills. Fees, for surgical 
procedures, include provision for a specified assistant 
when indicated. No fees are payable to physicians in 
training status. 


Now, I think that under this schedule two physi- 
cians may not be paid for attendance on the same 
case at the same time except where it is warranted by 
the necessity of supplementary skills, that that would 
be on the basis of consultation, and I believe it would 
be worked out because there is ample provision in 
this Government contract by the notation “by report”. 
In extensive procedure there is ample provision, and 
in certain others where there are complicated cases, 
to simply make a report and have the fee adjusted just 
as many of you may have done with the Blue Shield 


schedule. 


DR. SNYDER: Doctor, I am not clear on the fact 
as what is classified under this schedule as being a 
unit fee for an appendectomy being let’s say, $140 or 
$150; cesarean section $200 and one requiring six 
(6) weeks and one requiring nine months in treatment. 
If these discrepancies are throughout the whole pro- 
gram of fees and not clarified at this time, I think 
we are treading on very dangerous grounds. The fees, 
I think, should be clarified because most of us, and a 
large number of the general practitioners are certainly 
doing obstetrics and we are going to run into this 
matter of consultation and joint treatment cases. For 
example what about the consultation then and treat- 
ment of acute pyelitis that comes out of the field of 
gynecology or obstetrics or the general practitioner, 
and yet complicated with obstetrics. How would that 
fee be handled? Would that be on the $5 a day basis 
plus the consultation fee? 


DR. SIEGLING: I can only say that to my mind it 
would require a supplementary skill and if you had 
a case in the hospital for OB and delivery and she 
had pyelitis, which required the skill of the urologist 
it would be taken care of on a consultation basis and 
this also provides for cystoscopy and any other sur- 
gical procedure. 


(Doctor from the floor) Mr. President. 
THE CHAIR: Dr. Snyder still has the floor. 


DR. SNYDER: I think, in view of what we have 
not been able to clarify, insofar as the obstetrical fees 
are concerned, and get straight—it would seem that 
we would need more study by this body and our 
local physicians to whom it is going to apply. I am 
more inclined at the present time, not discrediting, 
Mr. President, the excellent work and thought that 
has been done by your committee and Council, they 
have had a voluminous amount of material to go 
through and many hours of work, but it seems from 
these questions which can not be answered fully at 
the present time, we would be more in line of carry- 
ing this back to our local physicians, who are going 
to have to do the burden of this treatment and fees, 
that they also be given a voice in whether or not this 
program should be accepted on this basis, and I am 
in favor of tabling the motion, at present, and sending 
this back to the counties for discussion. 

THE CHAIR: Dr. Snyder makes a motion to table 
the substitute motion of Dr. Gressette. Is there a 
second to the motion to table? (The motion was 
seconded ) 


THE CHAIR: Those in favor of that motion sig- 
nify by saying “aye”. Quite a number votes “aye” ) 
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Those opposed “no”. (The “noes” predominated ) 
It appears to the Chair the “noes” have it. 


The substitute motion is still before the House. 
(There was a call for the question from the floor ) 
THE CHAIR: Dr. Evatt is recognized. 


DR. CLAY EVATT: Mr. President, we do a whole 
lot of good, we help these people who can not help 
- relies They are making hardly enough to live 
on, we know that; secondly, we help the United 
States Government and our tax money. They spend 
millions, literally millions of dollars training these 
fliers and as soon as they fly four years they are out, 
and Lockheed pays them and Glen Martin, three and 
four times what they get and we lose them, and it 
starts a vicious cycle, over and over and over again, 
millions of dollars, whereas if they had a little help 
they could make a living. And of course, we know 
that it costs a great deal more to live in one part of 
the state than it does in the other. Thirdly, we put a 
peg in the trend of some folks minds in Washington 
to build innumerable hospitals all over the country, 
and set up new bureaus and more and more state 
medicine. I abhor state medicine as much as any man 
here, and I think this is a good gesture and a good 
peg to head off some state medicine, and I hope we 
will pass the thing, because it would take months and 
months and never get it done if it goes back to the 
counties. 

THE CHAIR: Dr. Converse, of Greenville, is 
recognized. 

DR. JOSEPH I. CONVERSE (Greenville). There 
is a basic item here, that to my mind is not explained 
nor has it come up in a discussion. I don’t know how 
I can explain to the general practitioners of the Green- 
ville area concerning this item—that is, the basic 
office visit through which a great deal of money can 
be saved for the Government and without the visit I 
don’t see how the plan can work at all. Some mention 
was made that the specialist may charge an office fee 
for the convalescent patient that has returned from 
the hospital but no mention has been made about the 
basic office fee. I would like to ask if there is any 
provision that this basic office fee will be entered into 
this unit plan—and I don’t see how it could work 
satisfactorily at all without this office visit considered. 

THE CHAIR: Dr. Cain, will you answer that ques- 
tion. 


DR. JOE CAIN: I can only answer that by reading 
what I read a minute ago to that question, it is not 
contemplated at present. It is not in the program at 
the present time. 


THE CHAIR: Dr. Bachman Smith, of Charleston, 
recognized. 


DR. BACHMAN S. SMITH, JR.: Gentlemen, I 
think that Dr. Siegling deserves a lot of credit for this 
work that he has done. Of course, you all realize this 
contract and information was dumped into the laps 
of this society not until almost the middle of October. 
Dr. Siegling has had to go to Atlanta to a meeting, 
he has done a tremendous amount of work on working 
this thing on a relative fee basis. The obstetricians 
complained. A lot of obstetrics is done, perfectly nor- 
mal, you get an occasional cesarean section; well you 
have just got to take some of the rough with the 
gravy. Dr. Buie, on his anesthesia doesn’t want to 
accept this thing, he doesn’t have to accept it. Another 
thing, too, is this thing has come to us through the 
A.M.A. with a lot of work, that they have done, as 
Dr. Price has told you, they have come to the State 
Associations and asked for our opinion, our working 
out with it, and it is just damn lucky the Government 
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hasn't jammed it down your throat and said “Gentle- 
men, if you want it, here it is, if you don’t want it, 
you don't get it.” You have the option of taking it or 
leaving it. I think that you have got to appoint your 
committee to go to Washington—the motion at the 
present time is between four and five, and I think the 
committee may have to make even a different bargain- 
ing point on that, the committee is going to have to 
- empowered or it is going to have to come back to 

s. The committee has an appointment on Wednesday 
* Washington. Dr. Snyder suggests that it go back 
to the various county societies. It is well nigh im- 
possible unless you go back tonight and call a special 
meeting and come back here tomorrow, because they 
have to leave for Washington on Tuesday. I think 
the thing to do is it will have to be left a lot to the 
discretion of the committee, when they go to Wash- 
ington and have to work it out with the agents up 
there. 

THE CHAIR: Is there any further discussion, 
gentlemen, of Dr. Gressette’s substitute motion? 

Dr. Julian Price is recognized. 

DR. JULIAN PRICE: According to Dr. Gressette’s 
motion the relative schedule is between 4 and 5? 

THE CHAIR: That is correct. 

DR. PRICE: Now, suppose that they come up with 
a suggestion that we adopt say what one of the other 
states, as I understand has, 3%, does that mean that 
this committee can not agree to it and will have to 
come back and call another meeting of the House? 

THE CHAIR: Dr. Gressette recognized. 

DR. GRESSETTE: I would send the committee, 
the bargaining committee up there with the numbers 
between that. And then, depending on what they got 
into, or what not, and they gave me 3% I hope our 
committee will tell them “no”, and if it goes up to 5, 
I hope they take 5. 

DR. PRICE: I am just asking the question because 
the committee will want to know. According to this 
motion they can not drop below 4? 

THE CHAIR: Is that perfectly clear, are you 
satisfied with that motion, as is, to vote upon it? 

Dr. Gaines recognized. 

DR. THOMAS R. GAINES: I believe, sir, we 
ought to realize first of all that this is an Act of Con- 
gress and that the congressmen and senators are 
acting in what they think is the best interest of the 
people. It is already an “f I think Dr. Gressette’s 
motion is an excellent one, I am for it 100% with the 
exception that I believe our Committee, which will 
do the best that it can for its members back in the 
state, should not be hampered by the restrictions as 
to the percentage point. I would be in favor of his 
motion if he would delete the 4 to 5 point and just 
left it up to the committee entirely. 

THE CHAIR: Is that agreeable? The motion is 
changed, if there is no objection, empowering the 
committee to act to the best interest of the association 
preferably within the points between 4 and 5. 

Dr. Cain recognized. 

DR. CAIN: I would like to speak maybe a little 
prematurely in view of the fact I was one of the mem- 
bers nominated to go on this committee. That doesn’t 
mean, of course, that I will be elected but it looks like 
the discussion is getting ahead of the program. I 
would think, as a member of the committee, I would 
certainly like to be limited, I would like to tell them 
that I can’t go below a certain point. I think it would 
strengthen my hand. 


THE CHAIR: Is there any further discussion of 


the motion by Dr. Gressette that the committee be 
empowered to act to the best interest of the Associa- 


tion, preferably, not necessarily, but not limit them 
between the points 4 and 5 

If there is no further Rites are you ready for 
the question? 

(The question was called for from the floor) 

Those in _favor of the substitute motion, as just 
stated, say “aye.” (There were many “ayes”; when 
the “‘no” vote was called for, there were only a few 
“noes” ) 

It appears to the Chair the “ayes” have it and it is 
so ordered. 

Dr. Cain, will you present the next recommenda- 
tion? 

DR. CAIN: The next recommendation is the ap- 
pointment of a committee with authority to act for 
the Association and to negotiate with the Government 
and to sign the contract, with full authority. 

The motion is for that committee to be appointed, 
and Council’s recommendation of the men on that 
committee is Dr. Prioleau, Dr. Siegling, Dr. Cain and 
Mr. Meadors, and Mr. Sandow, Mr. Sandow being 
the Blue Shield representative. I so move, Mr. Presi- 
dent. 

THE CHAIR: What is the pleasure of this Asso- 
ciation, is it to vote on the recommendation of council 
or is it to take up the election individually? 

Dr. Cain’s motion has not been seconded. (There 
were several seconds) The motion is seconded, unless 
there is any pe it will be acted upon as such. 
If there is any objection, motion is in order to elect 
individually the members of the committee. 

By explanation, the Government is defraying the 
expenses of four (4) members of the committee and 
no more and the 5th member will go at his own ex- 
pense. Is that correct? 

DR. CAIN: At least he will not go at Government 
expense, he may go at state expense. 

THE CHAIR: No. no. no, he will not go at state 
expense at all. 

Is there any discussion of Dr. Cain’s motion? If 
not, those in favor of appointing the Committee 
named by Dr. Cain to represent the association and 
they be empowered to negotiate and to act and sign 
the contract will say “aye”. (This vote was taken and 
it was unanimous) The “ayes” have it and it is so 
ordered. 

Unless there is anything else relative to this busi- 
ness, the next order of business—Dr. Cone, recog- 
nized. 

DR. CONE: Is it possible for the County Societies 
to have a copy of the schedule that has been outlined? 
The fee schedule or whatever you call it. Because we 
are going to be asked questions when we get back 
home, we would like to be at least be able to answer 
some of them. 

THE CHAIR: Dr. Siegling may inform you how you 
may obtain those. 

DR. SIEGLING: There is nothing available, there 
is only one relative value schedule, as I know, any- 
where around and Dr. Guess and I have been using 
this back and forth. Mr. Sandow may answer it for 
you? 

THE CHAIR: Recognizes Mr. Sandow. 

MR. SANDOW: In anticipation that Blue Shield 
would be the fiscal agent for the program, we are 
preparing, and as most of the Blue Shield Plans have, 
as soon as possible ‘to prepare an administrative 
manual on this whole thing and I think that will in- 
clude the full fee schedule and all the rest of it and 
that will be disseminated to each individual physician 
for his use. 

THE CHAIR: Dr. Parker recognized. 

DR. PARKER: I would like to ask Dr. Siegling if 
that comparative schedule of California has not been 
published. It seems to me I have seen it in the medi- 
cal journal in the last two or three years. (Someone 
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stated from the floor it was in “Medical Economics.” ) 

THE CHAIR: Excerpts from it have been pub- 
lished, as I recall. 

Dr. Cain recognized. 

DR. CAIN: As a member of the committee, I don’t 
want to prolong this discussion, but I want to be clear 
in my own mind as to certain instructions to help us 
negotiate. As I understand it our negotiations are 
going to be pretty well determined on what we have 
got written down in this little yellow book, which is 
the “New Dependents Medical Care Act—Nomencla- 
ture for proposed Medical Charges. ” And I would 
like for Dr. Siegling to tell me in his book which he 
has got already written out there, what is the fee for 
obstetrics in the yellow book? 

DR. SIEGLING: The schedule, according to the 
number of units, multiplied out in this book, for ob- 
stetrical delivery, that is under the 4.5 surgical sched- 
ule, that is the top sche dule, under the 4.5 conversion 
factor, on Page 75, “Obstetrical Delivery including 
antepartum and postpartum care, $135.” And under 
the 4 conversion factor, it is $120. Under the 4 con- 
version factor, for your information, appendectomy is 
4 x $35 $140; and under the 4.5 conversion factor 
for surgery it would be $157.50. 


DR. CAIN: You said the obstetrical fee is how 
much? 

DR. SIEGLING: $135.00 at the 4.5 conversion 
factor. 


DR. CAIN: I would like to ask the general prac- 
titioners here, who seem to think they are left out 
altogether, are they willing to take that schedule fee? 

THE CHAIR: Dr. Cain, (laughing) a point of 
order, the House of Delegates has passed, after 
adequate discussion. 

DR. CAIN: I am asking for information. 

THE CHAIR: Dr. George Durst, of Sullivans Island 
recognized. 

Un. GEORGE DURST (Sullivans Island): I would 
like to make one comment. I handle a great deal of 
military personnel, it appears to be very few of the 
cases that I handle will be covered under this Govern- 
ment program at all. I would like very much to urge 
the committee and all who deal with it, as a matter 
of public relations to ask the Government to notify 
these people what they are entitled to and what they 
are not entitled to, so that they won’t be coming to 
us for things we can not get any refund on. 

THE CHAIR: There was a part of the program 
which was for that. Is there any further discussion of 
this particular part of the program? In spite of the 
action taken, we had no idea of cutting the discussion 
off, and if anybody wishes to answer Dr. Cain’s ques- 
tion. (Laughter ) 

DR. CAIN: I would just like to know. 

THE CHAIR: Dr. Bowie, of Anderson, recognized. 

DR. BOWIE (Anderson): I just wonder since we 
have instructed our committee as to what basis to 
negotiate on, if it be wise to limit them or rather to 
give them an alternative to contract with the Govern- 
ment, if they didn’t want to work on that basis then 
refer it back and work on a local level as they have 
in other states and that would prevent having to have 
another meeting. Would it be wise to do that, or not? 

THE CHAIR: Is there an answer to that? Dr. Sieg- 
ling recognized. 

DR. SIEGLING: Mr. Chairman, may I say this that 
after working on this and knowing the difficulties of 
the administration of the Blue Shield, Blue Cross 
Board, it just seems to me that it would be com- 
»letely chaotic to have every locality in this state 
ens a different fee schedule. It certainly seems to me 
that in the same way the association has come upon 
an acce — fee schedule for the lower income group 
of people and have accepted a program under Blue 
Shield, that as a state organization we could accept 
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whatever your committee can work out with the 
Government on a statewide basis, because to me the 
local level, country versus city, specialist versus gen- 
eral practitioner, would be completely chaotic to work 
out that many different schedules. 

THE CHAIR: Any further discussion, as to this 
part of the program? If not, we will proceed to the 
second order of business, but before going into that 
order of business, it has been requested that the Asso- 
ciation be advised of the fact that the Pee Dee Medi- 
cal Association is backing, promoting, whatever term 
you choose to use, a state supported home for the 
terminal care of cancer patients. That subject is not 
open for discussion, as this is a specially called meet- 
ing. It is only an announcement to let you know again 
of their feeling and their endeavors. 

(2nd ORDER OF BUSINESS) The second order 
of business, Dr. Cain will present, as recommended 
by the council. 

DR. CAIN: Dr. Stokes, will you come forward. 

DR. HOWARD STOKES (Treasurer) Mr. Presi- 
dent, gentlemen, I have the Treasurer’s report actually 
for ten months, from January to November. I shall 
give you the receipts and expenditures over that 
period of time. 


Jan. 1 to Nov. 1, 1956 


RECEIPTS 
Membership Dues ~_----~-~-- $20,668.00 
Journal Subseri otions 
( Actually inclel d in the 


(ae 2,712.00 
Journal Peo sae 15,017.98 
Exhibits at Annual Meeting .. 3,455.00 
A.M.A. Commission ~..~~--- 325.48 
eee 506.06 
Miscellaneous ~...-.------- 437.13 
Total Collected _...___- $43,121.65 
Estimated Additional Receipts 
Nov. and Dec. 1956 

Membership Dues ~--------- $ 680.00 
Journal fon ss ighaomiinigt 120.00 
Journal Advertising ~~.-~~-- 3,000.00 
ON 385.00 
Miscellaneous ~........---- 25.00 


Total Estimated  ...-_- $ 4,210.00 
Total estimated for Year, 
Ee See 
On Hand, General Fund, 
Jan. 1, 1956 


$47,331.65 


Sesebsaaliaiie 6,244.06 
Grand Total, for Year 
_ 2S See $53,575.71 

The Disbursements for 1956 have amounted to 
$52,426.69. 

We find ourselves in a position now of having ap- 
proximately $800.00 in the bank at the end of this 
fiscal year. 

After having had a $6,000.00 balance on hand the 
first of January 1956; the anticipated revenue for 1956 
was $44,000.00; the 1956 budget was $49,000.00; it 

was no surprise to many of us that the balance in the 
treasury is at such a low ebb. It was felt that it would 
be well to give you this report for consideration of 
Ways and Means to increase the revenue for 1957. 

THE CHAIR: Dr. Cain is recognized. 

DR. CAIN: Mr. President, in view of that report 


submitted to Council last Wednesday, and in view of 
the fact that if we had not had a surplus in the general 
fund of $6000.00 at the beginning of this year, we 
would be calling on our reserves at this moment, 
(fortunately we are not,) but still the fact before us 
is that we are spending more money than we are 
taking in. 
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One pertinent factor in that is the increased cost 
of the Journal of the South Carolina Medical Asso- 
ciation which two or three years ago was costing us 
between four and six hundred dollars a month, de- 
pending on the number of pages and varying with 
the season, to over eleven hundred dollars a month at 
the present time, due to increase in printing cost. Now, 
we have also had an increase in advertising revenue 
from the Journal, however, the increase in advertising 
revenue has not come up with the increase in cost, so 
that this year, even though we reached an all time 
high in advertising revenue, that of about $18,000.00, 
the cost of printing the Journal was something around 
$17,800.00 so that we were able to utilize in current 
expenses of the association only $200.00, where in 
previous years we have been clearing several thousand 
dollars, sometimes as much as five or six thousard 
dollars to help out. So, in view of that fact, council 
has recommended to the House of Delegates that the 
dues of the association be increased to $30.00 a “~ 
instead of the present $20.00 a year. Mr. President, I 
so move. 
( This 
Smith. ) 
THE CHAIR: The motion to increase the dues of 
the State Association from $20 to $30 is a business of 
the House of Delegates. That motion is before you. Is 
there any discussion? 
Dr. Hinson of Rock Hill, recognized. 


DP. ANGUS HINSON (Rock Hill): I would like 
to ask where the extra monthly expenditures went to? 


THE CHAIR: Dr. Stokes, would you like to answer 
that question. 


DR. HOWARD STOKES: Dr. Hinson, in the 
estimated budget for last year, actually several items, 
Dr. Hinson, were left out, one was the printing of the 
directories, which cost $1152.00; another was the 
printing of the Auxiliary Bulletin which was $927.00; 
another was the printing of the News Letters, which 
amounted to approximately $300.00; and a fourth was 
$1200.00 which was donated to the AMEF. That 
coupled with the $2500 addition in printing, plus 
travel of the House of Delegates $450.00, plus an ad- 
ditional $250.00 for office supplies for the Executive 
Secretary —, . total—well it uses up all of the 
money we had. (Laughter) 


THE pehaly Is there any further discussion? Dr. 
Gaines, recognized. 

DR. THOMAS R. GAINES (Anderson): You know 
[ readily acknowledge that Council and the House of 
Delegates legally have the right to raise our dues 
from $20 to $30, I doubt the wisdom of doing it at 
such a time as this, a called session of the House of 
Delegates. In the first place our membership of the 
Association has not been notified of this and have no 
inkling of what is going on; and in the second place 
we are faced on all sides with increased cost of not 
only our State Association but also the county and 
staff dues, and many of us belong to special societies 
of which the dues have been increased. I am wonder- 
ing if it wouldn't be the wiser thing to defer this until 
the meeting of the House of Delegates in May. How 
much—do we have some reserves, Mr. President, that 
we could use to carry us until next year, 1958? 


DR. STOKES: Yes, Dr. Gaines, we have some re- 
serves. Just a brief history of this business. While Dr. 
Price was treasurer we seemed to have made some 
money (laughter) but in the last few years we 
haven't. But, seriously Dr. Price—and up until about 
three years ago we were able not only to carry our 
current affairs but to put about $4000.00 a year in 
reserve. We have now thirty-six thousand dollars ( $36,- 
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000 ) in reserve. But, we have used up $6000.00. Now, 
it is simple math, we had $6000 the first of January last 
year, the first of January this year we aren't going to 
have $6000. You can go into the reserves next year 
and use $6000, and incidentally I can’t think of any- 
thing more repugant to a treasurer or a group of 
people having to do with finances than to have to 
raise dues, and we debated the wisdom of presenting 
this on such short notice, but the point still remains, 
the fact remains, Dr. Gaines, that we know we are 
$6000 short, we have used up $6000 and we are going 
to use, even if we maintain the same budget, and all 
of you who are active in state medicine and ce rtainly 
any thing to do with the national level know very well 
that we can’t very well retrench any of our activities. 

So, even for next year it would seem, it would 
certainly suggest that we would use $6000 out of the 
reserves, and as horrible as the idea to a treasurer of 
having to go up on dues, even more horrible would 
be digging into the reserves and taking out $6000.00. 


THE CHAIR—Dr. Gaines is recognized. 
DR. GAINES: May I offer a substitute motion? 
THE CHAIR: Yes, a substitute motion. 


DR. GAINES: That this matter be deferred until 
the regular meeting of the house of delegates at the 
regular meeting of the Association and that in the 
meantime publicity be given through the Journal to 
the existing financial condition, and I believe at that 
time, should the House of Delegates and membership 
wish that the dues be raised it would be a fairer thing 
to do it in such a manner as that. 


THE CHAIR: But included in your motion the 
implied or stated that the deficit be made up by using 
such reserves as are necessary? 

DR. GAINES: Yes, by using whatever reserves are 
necessary. 

THE CHAIR: You have 
motion of Dr. Gaines, is there any second to that. 
(There were seconds from the floor.) That is 
seconded, the substitute motion is open to discussion. 
If that is passed there will be no need to revert to 
the original motion. 

Dr. Garrison is recognized. 


DR. GARRISON: Just a point of clarification, if 
that is passed at the State meeting will it be retro- 
active? 

DR. GAINES: It will apply to next year, not 1957 
but to 1958. 


DR. GARRISON: 
take up the 
creased? 


DR. GAINES: That was not the 
substitute motion. 


THE CHAIR: Dr. Bachman Smith is recognized. 


DR. BACHMAN SMITH: Mr. President, the thing 
really should not be put off. Howard has given you a 
break-down of the thing and Dr. Waring published 
in, I think it was the September or October Journal 
of the State Medical Association the relative fees or 
dués that were paid by the other associations through- 
out the country. South Carolina is still the lowest of 
of the group, I think there is one other beside us that 
is paying $20 and the rest of them are paying more. 
It is plain black and white you can’t run on a loss 
every year. I certainly don’t think that $10.00 from 
everyone in the Association is going to hurt them. 

And another thing is this loss in revenue from the 
journal, advertising has been tremendous and it has 
just come out, only really in the last two years, that 
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we have been able to not make any money on the 
advertising. This year the journal is going to just 
about break even and thev have done a terrific amount 
of work on getting advertisements for the Journal. I 
certainly would hate to see this put off. I think we 
need it this coming year, we don’t need to put it off. 

THE CHAIR: I think Dr. Lesesne Smith got up 
first, didn’t you? You did not? Excuse me, Dr. Evatt, 
recognized. 

DR. CLAY EVATT: We have 1300 members, at 
$10.00 a piece is $13,000 and if you only need $6000, 
a $5.00 raise would raise $6500. 

THE CHAIR: Dr. Goldsmith is recognized. 

DR. GOLDSMITH: I would just like to ask for a 
point of order. 

THE CHAIR: Dr. Goldsmith, your point of order. 

DR. GOLDSMITH: Does a called meeting like this 
have the authority to change By-Laws or the Con- 
stitution? 

THE CHAIR: Yes, doctor, it has, that was carefully 
looked up. 

FROM THE FLOOR: If given thirty (30) days 
notice, and we have not had 30 days notice. 

THE CHAIR: Mr. Meadors, will you give us that, 
can you read it right away? Oh, you can’t? 

MR. MEADORS: I don’t think there is any pro- 
vision for certain notice in advance. We don't find 
anything like that. 

THE CHAIR: Here it is, excuse me (reading) 
“These by-laws may be amended at any annual meet- 
ing.” Well, that is an annual meeting, no, I missed 
that. It was looked up, though, beforehand. 

DR. GOLDSMITH: I will say this, I don’t believe 
a called meeting can change them. 

MR. MEADORS: There is no provision in the by- 
laws or constitution for 30 days notice with respect 
to a special session. There is no provision with respect 
to any particular notice as to a special session. There 
is none, so far as I can find with respect to the raising 
of dues. Now, whether or not an amendment of the 
By-Laws is-limited to the annual sessions, I can not 
answer that. 

THE CHAIR: The question comes up, apparer.tly 
then, is whether or not—that this should be considered 
a By-Law and By-Laws may be amended only at an 
annual meeting, “ONLY AT”—it is not so stated and 
it is simply stated that they may be amended at <n 
annual meeting by two-thirds vote of the House of 
Delegates. 

The Chair rules that it is in order, an appeal can 
be made, that this subject is in order. Is there any 
appeal to that ruling? 

Dr. LaBorde of Columbia is recognized. 

DR. PIERRE LaBORDE of Columbia, S. C.: 

As I understood Dr. Stokes’ presentation of these 
expenditures, they account for using up more moncy 
than income, but I would like some statement, were 
there any unusual expenditures that did come out of 
current income that won’t be forthcoming annually? 
For instance I have in mind the naturopathic fight, 
that came out of current income and was that to such 
a degree as to in any way account for the lack in 
meeting our current operating expenses? 

THE CHAIR: The discussion is now back to Dr. 
Gaines’ motion that this matter be deferred and that 
the deficit be made up from the reserves. The digs- 
cussion is on that motion, now, and nothing came of 
the point of order. 

Dr. Stokes recognized by the Chair. 

DR. HOWARD STOKES: Mr. President, this might 
be pertinent, doctor, and answer your questions too. 
There was only $1500 used last year for the naturo- 
paths; and in going over this matter at the recert 
meeting of Council, which was done in some detail, 
in an effort to see—and we have done this prior to 
the meeting, to see whether we had any unusual 
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current expenses that would not be present the next 
year, we came up with the fact that we would prob- 
ably have more next year. You see, we keep jumping 
back to the Journal, but last year we had only, in our 
budget $12,000 for the Journal, this year we have al- 
ready used $12,000 and we estimate that we will 
need $2500.00 more. And so, for the following year 
we have already in our preliminary thinking for a 
budget, put in $15,000. 

Now, there are certain others that will be changed 
and the matter of directories, instead of using $1100.00 
every other year the budget will now include, say 
$550.00 for each year. So, I am sorry to tell you that 
it looks as if there is nothing that we can take out for 
the next year. 

The matter of the Auxiliary Bulletin this year ran 
to approximately $1,000. That is an item—there are 
so many items that a lot of us are not quite familiar 
with, that simply account for a lot of money. And we 
have 1150 members, Clay, instead of 1300. And this 
was discussed—there is no desire on the part of coun- 
cil to embarrass you in your respective counties when 
you go back home tomorrow if this thing is passed, 
and this was all discussed at the meeting of Council 
and these points were brought out. But suppose we 
did raise it $5, now I don’t think we should get mixed 
up in New Deal thinking and New Deal spending 
but $5 would just even things off, iust barely crack 
the ground, just barely level things off from the stand- 
point of revenue and expenditures. If there is a need 
for instance for moneys for the purpose of this very 
thing we discussed this afternoon, there isn’t any place 
to get it unless you want to dig into the reserves. We 
just simply have set revenues and they are becoming 
a little more set every year. 

For several years the society made $1500 out of the 
annual meeting, the expenses of the speakers and the 
other part of the program at the annual meeting now 
utilizes practically every dime of the rentals we get 
from the exhibits. The same thing with the Journal, 
for a number of years we obtained a considerable 
amount of revenue from the Journal, now it about 
breaks even. 

THE CHAIR: Dr. Gaines is recognized. 

DR. GAINES: Mr. Chairman, Dr. Garrison just 
called one thing to my attention that I should like to 
make plain. He asked me if I were opposing the in- 
crease and I told him I was not, but we were actually 
iust deferring it because I think it would sound a little 
better to the membership of the society, as a whole, 
of the association as a whole, if they were given some 
notice of this. And I believe if due publicity is given 
through the Journal by the May meeting that the 
House of Delegates could act more intelligently and 
more in the wishes of the membership of the associa- 
tion than at the present time. 

THE CHAIR: Any further discussion? 

Dr. Weston is recognized. 

DR. WILLIAM WESTON, JR. of Columbia: Mr. 
President,—Dr. Gaines, you might have something in 
your approach to this question but having sat in with 
Council from 2:30 until twenty-five minutes to eight, 
the other afternoon, when these questions were dis- 
cussed, is it not true this same body here is going to 
have to pass on it, whether it is in April or May or 
June? Now, it is going to be the representatives of the 
association, and you are the men, unless there is 
another land slide (laughter) that will have to be the 
men who will decide it, and I think it might as well 
be decided now. We know we are going to have to do 
it, and I think now is the time to do it. Not that I 
want to be sent to Seattle, at all, because it is going 
to cost you about $500. 

THE CHAIR: The question is simply on that. of 
deferment, not as regards reducing the budget at this 
particular time. Any further discussion of the question 
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as to the deferment of this problem and giving 
publicity in the Journal and spending reserves goes 
with it. 

DR. GOLDSMITH (Recognized) Do the by-laws 
state you must have two-thirds majority to change the 
by-laws? 

THE CHAIR: Two-thirds is written here to change 
the dues, two-thirds of the House of Delegates. It 
does not state that it should not be at a specially 
called meeting. (reading) “A change in the amount 
of annual dues shall not be made except on a two- 
thirds vote of the delegates present. 

Dr. Wyatt, recognized. 

DR. CHARLES N. WYATT 
at a regular meeting? 

THE CHAIR: It doesn’t state that it has to be at 
a regular meeting. If you wish to make an appeal to 
the ruling of the Chair that is in order, an appeal is 
in order. No appeal has been made and it has been 
so ordered that this subject is in order. 

Dr. Goldsmith, recognized. 

DR. GOLDSMITH: I hate to disagree with you, 
Mr. President. 

THE CHAIR: That is all right. 

DR. GOLDSMITH (Continuing) But I think that 
the Constitution and the By-Laws are fairly definite, 
it states “annual meeting” it doesn’t say and/or an 
annual meeting or a called meeting. 

THE CHAIR: Well. I shall read that, “These by- 
laws may be amended a any annual meeting of the 
House of De le — by two- thirds vote of the dele- 

ates present.” (re ading again) “These by-laws may 
ye” “at an annual meeting. 

DR. GOLDSMITH: It doesn’t mention a called 
meeting, so in my way of interpreting Robert Rules 
of Order would be that this would be entirely out of 
order. 

THE CHAIR: That would be a question before the 
House. You appeal to the ruling of the Chair? 

DR. GOLDSMITH: I just leave it up to them. 

THE CHAIR: Nobody makes an appeal to the 
ruling of the Chair. 

Dr. Lesesne Smith is recognized. 

DR. LESESNE SMITH (Spartanburg) I happen 
to have a re og here that Dr. Stokes made the other 
other day. The Naturopathic bill—we spent $1629.00 
on. We save that this year; our executive secretary had 
to spend a lot of money for travel which would not 
come in the Naturopathic bill, I don’t believe, his 
travel was $1495.00, so a good deal of that will be 
saved. Our delegates travel is $1900 this year. Well, 
next year the meeting will be much closer and they 
won't have to go the whole way over to Seattle, so 
there will be some money saved next year. This re- 
serve was put up for a rainy day, it looks to me like 
the rainy day is here, we might as well dig into it, get 
back into your hip pocket there. In the interest of 
harmony and better feeling of the Association I would 
like to back up what Dr. Gaines said and let’s defer 
this thing. 

THE CHAIR: Any further discussion of deferring 
this question, if not, are you ready for the question? 

Dr. Gaines’ substitute motion, that this question of 
raising the dues be deferred until the annual meeting 
of the House of Delegates; that due publicity be given 
in the Journal and that the treasurer be empowered 
to use such reserves as necessary,—those in favor of 
that motion will say “aye” (Many voted “aye” ) Those 
opposed “No”. (A number voted “no”) It appears to 
the Chair the “ayes” have it, is there any call for 
division? If not, the “ayes” have it and the question 
of raising the dues is deferred. 

Is there any further question with regard to raising 
the dues, that is still open for discussion, for informa- 
tion, and so on, though the action of the House is 
definite. If not, 


(Greenville): That is 





Dr. Wyatt is recognized. 

DR. CHARLES WYATT (of Greenville): I would 
like to ask permission of this House of Delegates to 
present a resolution, and my reason for requesting 
pe rmission is something pertaining to the annual meet- 
ing of the A.M.A. coming up at the latter part of this 
month. I would like to get permission of the House 
of Delegates to present this resolution. 


DR. WESTON: I move it be granted. 
THE CHAIR: Dr. Wyatt, this is a special order of 


business, this meeting. Several such requests have 
been denied. The Chair again stands to be overruled. 
If there is no objection, is there any objection? 


Dr. Julian Price is recognized. 
DR. JULIAN PRICE: Just to clarify things, I think 


in a case of this kind if there is unanimous consent 
from the House, new business may be brought up. 


THE CHAIR: Is there any objection? If there is 
no objection, Dr. Wyatt may present his resolution. 
Dr. Wyatt. 


DR. WYATT: As councilor of the fourth district 
this was given to me by the Greenville County Medi- 
cal Society and was passed by the society at its 
monthly meeting last Tuesday, the resolution reads as 
follows: 

“Whereas the proposed new code of Medical Ethics 
for the A.M.A. is felt to be considerable diluted and 
weakened and not in the best interest of the Medical 
Profession and: 

Whereas the new code is scheduled for a vote by 
- House of Delegates to the A.M.A. on November 

1956 be it therefore, resolved, that the Greenville 
C sued Medical Society go on record as: 

1) being opposed to the new code being brought 
up for vote November 27th in order that it may be 
more thoroughly studied by the members at large. 

(2) that the Delegates from the South Carolina 
Medical Association be instructed to request the 
House of Delegates to delay vote on the proposed 
new code.” signed T. E. Whitaker, M. D., Secretary 
of the Greenville County Medical Society. 


THE CHAIR: You have heard the resolution that 
it be presented by the delegates before the House of 
Delegates of the American Medical Association in the 
coming meeting. Is there a second to that motion. 


(The motion was seconded ) 
Is there any discussion of this. 


DR. GRESSETTE: 
this thing up? 

THE CHAIR: Dr. Gaines is recognized, (as he was 
on the floor first but Dr. Gressette started speaking 
first. ) 


DR. GAINES: This proposed change in the ethics 
has been publicized very thoroughly, it has been in at 
least one issue of the Journal of the A.M.A. It ap- 
peared to me, what little I know about ethics, to be a 
very fair and a very wise change and I for one would 
like to see that proposal presented by the Greenville 
Society and not by the State, because I believe in the 
new code that has been adopted and I think a good 
many of these men have had an opportunity to read it 
and I would like to have a discussion from them. 


THE CHAIR: Any further discussion? It is open 
on the resolution and the proposed changes in the 
Code of Ethics. Any further discussion? If not, those 
in favor of the resolution, as presented iby the Green- 
ville Society will say “aye” (Many “ayes” ) Those 
opposed “no” (About the same number of “noes” ) 
Will hy in ‘an of the resolution stand. (Dr. 


Is that resolution going to tie 
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Howard Stokes and Tom ___-__-_-_- were appointed 
as tellers) 
(There were 16 standing for the resolution. ) 
Those opposed please stand? (The majority stood) 
It appears rather obvious that the “noes” have it, 
and that there is no change. 
ne any further business? Dr. Weston recog- 
nized. 


DR. WILLIAM WESTON, JR. Mr. President, this 
resolution that I have written out here, on the way 
back from the game yesterday, where we were de- 
feated,—I will have to ask your unanimous consent 
to read it to you and you can then act upon it, be- 
cause it has to do with Social Security in doctors. 


THE CHAIR: Is there any objection to Dr. Weston 
reading the resolution? No objection. 

(From the floor) Are you sure you know what is in 
it—if you wrote it coming from that game yesterday? 
(laughter ). 


DR. WESTON (Reading) “Whereas, the members 
of the House of Delegates, the Trustees and_ the 
Officers of the American Medical Association have 
been upholding and relentless in their support of the 
freedom of its citizenry in their way of life, liberty 
and the pursuit of happiness, 

Whereas, the membership in our organization is 
open to all ethical members of the medical profession, 
regardless of race, color and creed, 

Whereas, the Senate, and House of Representatives 
passed the Statute known as H. R. 7225 by an over- 
whelming vote that was endorsed by President Eisen- 
hower, 

Whereas, the doctors are the only profession or 
vocation not included in the Social Security. 


THEREFORE BE IT RESOLVED, that the medi- 
cal profession, through their officers and Board of 
Trustees, and House of Delegates request that the 
physicians, the M. D.’s, be included in the right to 
participate in the Social Security act. 

THE CHAIR: You have heard the resolution that 
has been proposed to the House of Delegates, is there 
a second to the resolution, as read? (It was seconded ) 

The resolution is open for discussion. 

Dr. Gaines is recognized. 

DR. GAINES: I apatiee to the members, I am 
sorry to be up so much but I would like to ask—I 
didn’t understand if that meant that we should be 
recruited compulsorarily or voluntarily under the 
Social Security Act. 

The Chair recognizes Dr. Weston. 


DR. WESTON: Dr. Gaines, my understanding is 
that this has been brought before the House and the 
Senate, and they have not allowed us, I had under- 
neath there “by our own free will and accord” and I 
struck that out because I knew we had been trying 
for the last two years to get that through with the 
Keogh Bill and others and we were not successful and 
Dr. Price told me just before the meeting began that 
the ministers are the only ones who have the right to 
decline, the rest of the group, I think, is compulsory. 
Dr. Price can answer that question, I know. 


THE CHAIR: Dr. Price is recognized. 


DR. JULIAN PRICE: As you probably know the 
A.M.A. has voted consistently for voluntary Social 
Security benefits for doctors. They have voted against 
it being compulsory. Various questionnaires have been 
sent out and polls taken and wherever the question 
was asked “Do you prefer voluntary or compulsory 
social security benefits” the doctors have voted over- 
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whelmingly in favor of the voluntary, which has 
sounded very good but unfortunately it hasn’t meant 
much for there is no such thing as a voluntary social 
security benefit, at the present time, except ministers 
and they were given until a certain date to decide 
whether they wanted to get into it or not. 

Now, most of the states that have voted on this 
have voted rather strongly against Social Security for 
doctors. Those of you who have followed the various 
articles found in the Journal of the A.M.A. have seen 
the arguments pro and con. It is my understanding 
that this is probably going to come up in the meeting 
in Seattle at the end of this month. There is a trend 
on the part of some physicians to get in under Social 
Security. Those who have been opposed to it say the 
average doctor would lose money and not gain money; 
if he does retire by the time he is sixty-five, only 15% 
do, and that he wouldn’t collect until he was 72 years 
of age and that he could take the same amount of 
money that he put into it and if he put it into a retire- 
ment policy of his own that he would make more 
money in the long run. Furthermore, they feel that 
what we need is something along the line as advocated 
by Mr. Keogh in the so-called Jenkins-Keogh bill in 
which we would be allowed a certain amount each 
year off of our income tax in lieu of what we put into 
an annuity. On the other hand there are some who 
say we will never get Jenkins-Keogh unless we go 
into Social Security. So that I think that the question 
is wide open now and there will be a lot of discussion 
on the subject at Seattle. Now, whether we want to 
go in and say flatfootedly “We want Social Security 
for our members” I don’t know. I don’t know, I doubt 
that it would be wise. I do think it would be wise and 
insist that it be brought up for discussion at Seattle. 


THE CHAIR: Dr. Goldsmith recognized. 


DR. GOLDSMITH: Mr. President, I would like to 
say a word or two on that, perhaps a good many of 
vou don’t know the basic principles—Social Security 
dates back to the Marxian theory of taking it away 
from one and giving it to the other, and that is com- 
munism. As the Social Security act now stands it is 
actuarily unsound; it is immoral because it takes from 
one, without his say-so, and gives to another. Once you 
are in under Social Security you will never in the 
world get out from under it. There is no such thing 
as a voluntary entrance into Social Security. The 
medical profession is the only one who has stood firmly 
against social security and the ones who are in favor 
of it are fighting tooth and toe-nail to get the medical 
profession in, the know once the medical profession 
is in that is the fast group who are fighting for free 
enterprise, free medicine and our free market 
economy. I would hate like the dickens to see South 
Carolina go on record as favoring Social Security. I 
am opposed to it. 


THE CHAIR: Is there any further discussion. 


A resolution is before the house. (This in answer to 
a question from the floor asking if there was a motion 
before the House.) Dr. Macdonald recognized. 


DR. RODERICK MACDONALD of Rock Hill: 
Was Dr. Weston’s resolution in favor of Social 
Security? 


THE CHAIR: That resolution was that this State 
Association vote in favor, is that correct, Dr. Weston? 


DR. MACDONALD: I move we table that motion. 
DR. WESTON: May I answer that? 
THE CHAIR: Yes, Dr. Weston is recognized. 


DR. WESTON: It is the right to pesticlioate in the 
Social Security Act. I know it is going to brought 
up. I don’t want to discuss it, as Dr. Price said, as a 
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delegate I would like to know. I am not much in 
favor of it, either. 


THE CHAIR: A tabling will cut off the discussion 
on it if the motion to table is carried. Is there a 
second to the motion? ( Several seconds from the floor ) 
rhe motion to table is seconded. Those in favor of the 
motion to table Dr. Weston’s proposed resolution say 
“ave” (The motion was carried unanimously.) The 
resolution is tabled. 

DR. CAIN: Mr. President. 

THE CHAIR: The motion is tabled and there is no 
further discussion. 

Dr. Cain is recognized. 

DR. CAIN: I would like to make a motion to in- 
struct him to not even think about any such resolution. 
( Laughter ) 

DR. WESTON: Mr. President, I just wanted to 
bring it before the House. I wanted to know where 
we were going to stand, because it is like Dr. Price 
said, it is going to be brought up and I was not in 
favor of it, but I just brought this resolution up so 
that we could have some instruction and now I have 
it. And I voted for your tabling, too. 

THE CHAIR: Any further business. 

(Motions to adjourn from the floor. ) 

THE CHAIR: If not, many thanks for coming, and 
we are adjourned. 











ADVERTISERS 


| Abbott Laboratories 


Allen’s Invalid Home 


| Ames Company 

| Appalachian Hall 

| Ayerst Laboratories 

| Brawner’s Sanitarium 


| Broadoaks Sanatorium 


Burroughs-Wellcome & Co. 


Cambridge Pharmaceuticals 


| California State Personnel Board 
| Charles C. Haskell Co. 


Coca-Cola Company, The 
Columbus Pharmacal Co. 
Corn Products Sales Co. 
Davies, Rose & Co., Ltd. 
Eli Lilly & Company 
Estes Surgical Supply Co. 


| Foot-So-Port Shoe Co. 


| 
General Electric Company 


Geigy Pharmaceuticals, Inc. 


| Highland Hospital 


| Julius Schmid, Inc. 


Knox Gelatine Company 


Lakeside Laboratories 


Lederle Laboratories 


| Merch, Sharp & Dohme 
| Parke, Davis & Company 


Pfizer Laboratories 
Physicians Casualty Company 
Piedmont Auto & Truck Rental 


| Pinebluff Sanitarium 


Riker Laboratories, Inc. 


PROTECTION AGAINST LOSS OF INCOME | 
FROM ACCIDENT & SICKNESS AS WELL | © !!. Robins Company 
AS HOSPITAL EXPENSE BENEFITS FOR 
YOU AND ALL YOUR ELIGIBLE DEPEN- 
DENTS. 


| Schering Corporation 

| G. D. Searle & Co. 
Sealy of the Carolinas 

| Smith, Kline, & French 
E. R. Squibb & Sons 
Tidewater Hospital 


ALL 
S BENEFITS @ Wachtel’s Physician Supply Co. 


60 10 Walker Laboratories 


ALL 


COME FROM 


Wallace Laboratories 


Waverley Sanitarium, Inc. 


PHYSICIANS CASUALTY 
& HEALTH ASSOCIATIONS 


OMAHA 2, NEBRASKA 
Since 1902 


Westbrook Sanatorium 





Winchester Surgical Supply Co. 
Winthrop Laboratories, Inc. 
World Insurance Company 








THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 








